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F.R.S.{Ed.), and KEITH SIMPSON, M.D.(Path.) Lond., with 
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New (Eleventh) Edition 
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Recently Published 
PROGRESS REPORT ON BIRTH CONTROL 


by Lella Secor Florence 
As a result of an enquiry which the Birmingham Family Planning Association instituted recently among 
patients who registered at their Clinic in 1948, much valuable information has ccme to light which will 
be helpful to social workers, marriage counsellors, clinic workers, dectors and all those concerned with 
population problems and the promotion of happy, healthy and harmonious family life. 


264 pages. 21s. net 


THE INFANTILE CEREBRAL PALSIES 


by Members of The Little Committee, Queen Mary's Hospital for Children, Carshalton, Surrey 
Contents : Foreword (by Sir Francis Walshe)—Introduction—William Littkh—The Forms of Infantile 
Cerebral Palsy—Diagnosis and Management—Genrcralised Spasticity—Hemiplegia—Variable Rigidity 
Athetoid Cerebral Palsy—Ataxic Cerebral Palsy—Organisation of Cerebral Palsy Services—Conclusion 
Index. 





112 pages. 15s. net 


To be Published in 1957 
CORTISONE THERAPY 


by John H. Glyn, M.D., M.R.C.P. 


In this book (the result of several years of intensive stucy in this country and the United States) the author 
discusses from practical experience the relative values of Cortisone, Corticotrophin, Hydrocortisone, 
Prednisone and Prednisolone. The advantages and disadvantages (paiticularly in the treatment of 
Rheumatoid Arthritis) are fully dealt with. 

172 pages. 17s. 6d. net 


THE PRINCIPLES AND PRACTICE OF DIATHERMY 
by Bryan O. Scott, M.R.C.S., L.R.C.P., D.Phys. 


To apply short-wave therapy in all its forms correctly demands a sound knowledge of the physical principles 
concerning high-frequency currents. This book shows that although not all the * peculiarities ’ of behaviour 
of high-frequency currents are known, at least the greater part of the phenomena that do occur can be 
explained on a purely physical basis. 

220 pages. 140 illustrations. 30s. net 


CLEFT LIP AND PALATE — SECOND EDITION 
by W. G. Holdsworth, M.B., F.R.C.S. 


The author gives an account on the pathology of cleft lip and palate, along with the surgical anatomy. 
The operations performed in various parts of the world are described and classified and for this new 
edition chapters on Orthodontic Treatment and Developmental Changes have been contributed by 
Mr. M. A. Kettle, F.R.C.S. and Professor Richard Harrison, respectively. 


172 pages. 148 illustrations. 42s. net 


BLOOD PRESSURE SOUNDS AND THEIR MEANINGS 


by J. E. Malcolm, F.R.C.S., R.A.F. 
rhis is a monograph based on an investigation of the sounds of the aorta and the peripheral arteries by a 
scientific investigator in the Royal Air Force. The sounds are amplified electronically and recorded. Much 
new and valuable scientific knowledge has been acquired. The book will be of great interest to cardiologists 
and physicians generally. 





96 pages. 45 illustrations. 12s. 6d. net 
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H. K. LEWIS’S PUBLICATIONS 


Nearly Ready. New (Second) Edition. With 540 Illustrations in 444 Figures. 9%} in. x 6 in. £8 net. 


THE MANAGEMENT OF ABDOMINAL OPERATIONS 


Edited by RODNEY MAINGOT, F.R.C.S., with contributions by thirty-one Contributors. 





Third Edition. With Illustrations. 10 in. X 6} in £8 10s. Od. net 


ABDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.C.S. (Eng.) 


A GUIDE TO HUMAN PARASITOLOGY THE couTnes OF DISEASE IN THE TROPICS 
For Medical Practitioners By T. H. DAVEY, 0.B.E., M.D., D.T.M., Professor of Tropical 
By D. B. BLACKLOCK, M.D. (Edin.), D.P.H. (Lond.), D.T.M Hygiene, University of Liverpool, and W. P. H. LIGHTBODY, 
* (Liv.), and T. SOUTHWELL, D.Sc., Ph.D. Fifth Edition, revised C.B.E., D.T.M. & H. (Camb.), D.P.H. (Glas.), Senior Lecturer in 
by T. H. DAVEY, 0.B.E., M.D., D.T.M. With 3 Coloured Plates Tropical Hygiene, University of Liverpool. 9j in. x 64 in. &2 7s. 6d. 
and 120 Text Illustrations. 9} in 64 in. £1 7s. 6d. net ; net ; postage Is. 5d 
postage Is. 6d 
COMMON SKIN DISEASES BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND 
By A. C. ROXBURGH, M_D., F.R.C.P., late Consulting Physician TREATMENT 
= omg Ay — = awe s Hospital, London. Tenth By J. D. N. NABARRO, M_D., M.R.C.P With Illustrations 
ae tien, ith 8 Colourec ates and 215 — in the Text. 8 5 5. Od. ne ostage Is. 4 
Gb in. & bin, 06 Ge. O net . pester do. $ in sin. £1 5s. Od. net ; postage Is. 4d 
POLIOMVELITSS AND POLIOENCEPHALITIS INTRODUCTION TO GENERAL PRACTICE 
By R. A. RUSSELL TAYLOR, Ch.M., F.R.C.S., M.R.C.OG., By D. CRADDOCK, M.B., Ch.B., D.Obst.R.C.O.G. With a Fore 
D.M.R.T wie 24 Illustrations. 8} in 54 in. £1 7s. 6d. net ; word by Sir W HENEAGI OGILVIE, K.B.E F.R.C.S 
postage Is. Id. 8} in 54 in. £2 2s. Od. net ; postage Is. 6d. 


80th Thousand. Tenth Edition. With 1411 Illustrations (271 Coloured). 9} in. x 6gin. £4 4s. Od. net 


A SHORT PRACTICE OF SURGERY 


By HAMILTON BAILEY, F.R.C:S. (Eng.), F.R.S.E., Emeritus Surgeon, Royal Northern Hospital, London, 
and R. J. McNEILL LOVE, MS. (Lond.), F.R.C.S. (Eng.), Surgeon, Royal Northern Hospital; with Chapters 
by JOHN CHARNLEY, F.R.C.S. (Eng.), Orthopadic Surgeon, Manchester Royal Infirmary, etc., WILLIAM P. 
CLELAND, M.R.C.P. (Lond.), F.R.C.S. (Eng.), Surgeon, Brompton Chest Hospital, etc., and GEOFFREY 
KNIGHT, F.R.C.S. (Eng.), Senior Surgeon, West End Hospital for Neurology and Neuro-surgery. 


Recently published. Third Edition. 84 in. X 54 in £3 10s. Od. net; postage Is. 9d 


LAW RELATING TO HOSPITALS AND KINDRED INSTITUTIONS 


By S. R. SPELLER, LL.B., of Lincoln’s Inn, Barrister-at-Law, Secretary and Director of Education, Institute 
of Hospital Administrators 


PRACTICAL UROLOGY A CLASSIFICATION FOR MEDICAL AND VETERINARY 
Case Comments and Late Results LIBRARIES 
By ALEX E. ROCHE, M.A., M.D., M.Ch. (Camb.), F.R.C.S. (Eng By CYRIL C. BARNARD, B.A. (Lond.), Univ. Dipl. in Librarian 
With 132 Illustrations Shin. x 5} in £1 15s. Od. net ; ship, F.L.A., Librarian, London School of Hygiene and Tropical 
postage Is. 6d. Medicine. Second Edition. 10 in 7h in. £4 4s, Od, net 


MENTAL HEALTH AND HUMAN RELATIONS IN anatomy OF THE EYE AND ORBIT 


INDUSTRY By EUGENE WOLFF, F.R.C.S. Fourth Edition. With 406 
Edited by T. M. LING, M.D., M.R.C.P., Medical Director, Roffey Iilustrations (36 Coloured 10 in 7j in £3 5s. Od. net ; 
Park Institute of Occupational Health and Social Medicine. With postage 2s. 
the assistance of 8 Contributors and with a Foreword by LORD F 
HORDER, G.C.V.0.,M.D., F.R.C.P. 8} in 54in. £1 4s. 0d, net; By the same Author- 
nostage Is. 4d 
PATHOLOGY OF THE EYE inate 

Third Edition. With 318 Illustrations. 10 in 7jin. & s. 6d. 

TESTS FOR COLOUR-BLINDNESS net ; postage Is. 9d : 

By SHINOBU ISHIHARA, M.D. Eleventh Edition, revised. With 

38 Plates with instructions and key. 23 15s. Od. net ; postage Is. 5d 
THE CLINICAL EXAMINATION OF THE NERVOUS 
SYSTEM 

APPROVED LABORATORY TECHNIC By G. H. MONRAD-KROHN, M.D. (Oslo), F.R.C.P. (Lond.), 
By J. A. KOLMER, M.D., D.P.H., Sc.D., F.A.C.P. Fifth Edition M.R.C.S. (Eng Tenth Edition. With 165 Illustrations. 84 in 
403 Illustrations and 28 Coloured Plates. 10 in. x 6j in. £4 10s. 0d. net 54 in. £1 16s. Od. net ; postage Is. 6d 


aioe 2 H. K. LEWIS & Co. Ltd., 136 Gower Street, W.C.1 


Telegrams : “ Publicavit, Westcent, London” Telephone : EUSton 4282 (7 lines) 
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~ Ley 7Xncestral habits... 


When the Mediaeval King put aside his arms and stood 
alone, coldly footing it in chilly castle chamber, why the 
frowning concern with hair ? Was it the scalp worry of 
all ages ? Dandruff ? 

Sebaceous glands being the secretory things they are, 
there was then no royal remedy for the regal irritation. 
But today the old and familiar trouble has been mastered 
by SEBODERM, the Cetrimide Shampoo specifically for 
Dandruff. 

15.6% of Cetrimide B.P., the 
quaternary ammonium prescribed as most effective against 
dandruff. Normally a single weekly treatment is sufficient 


Seboderm contains 


to establish complete control. 
Seboderm also contains 15.6°{, Cetyl Alcohol B.P. and 


1° Lanolin, and as a finely emulsified, creamy shampoo it 





P leaves the scalp free from irritation and the hair soft, silky 
ih od and clean. 


SebodSerm masters Dandruff 


Professional sample will be gladly sent on request 


LABORATORIES LIMITED 


MIDDLESEX 


THE SAFEST 
AND BEST 
KC PREPARATION 


OF OPIUM 


ee 
= 
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Nutrition in Geriatrics 








An adequate diet plays a considerable part 
in maintaining the health and vitality of the 
elderly. Although this fact is well known, 
malnutrition tends to be more prevalent 
in the higher age groups, as physical and 
economic factors may restrict the choice of 
food and render preparation and cooking 
troublesome. 





Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 


Marmite is a useful source of the B vitamins 
and has the added advantage of requiring 
very little preparation. Sandwiches made 
with Marmite are very popular with old 
people who appreciate the piquant flavour. 
Appetising drinks can also be quickly made 
by stirring Marmite into boiling water or 
hot milk. 


MARMITE 


yeast extract 


contains 
Riboflavin (vitamin B,) 1.5 mg. per oz 
Niacin (nicotinic acid) 16.5 mg. per oz. 





MARMITE LIMITED, 35 SEETHING LANE, LONDON, E.C.3. 

















Literature on request 
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preparation of Cpium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 

Packed in 2-oz., 4-0z., 8-oz. and 1!6-oz. bottles, and 
for injection in 4-oz. rubber-capped bottles, 


NEPENTE E 


mm 












FERRIS & CO LTD 


BRISTOL 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


,The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.l. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
at the Shute 


conspicuous success 


Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 





B 12 with INTRINSIC FACTOR 


for oral administration 


CLINICALLY 


BIOPAR FORTE is the outcome of years 


of ARMOUR RESEARCH to combine 
Vitamin Biz with a much more’ potent 
intrinsic factor than hitherto, and to pro- 
vide an effective oral therapy to replace 
injected B12 for Pernicious Anaemia. 





EFFECTIVE in: 


Pernicious Anaemia and other 


Each Biopar Forte Tablet contains 
35 mg. Intrinsic Factor and 15 ug. 
Vitamin Br2, equivalent to 1 U.S.P. 
Oral Unit. Previously untreated 
Pernicious Anaemia will usually give 
a full response to a daily dosage of 
one Biopar Forte Tablet for a 14-day 
period. 


macrocytic 


Neuralgia; 
Zoster. 


BIOPAR FORTE 


TABLETS 








anaemias; Sprue; 


Growth Retardation; Anorexia; 


Polyneuritis; Diabetic and Al- 
eelielitais [ieisiatte@l ier ladilalat 
and Osteoporosis; Trigeminar™< 


é)} 


Migraine; 


AA. 


THE ARMOUR LABORATORIES 
(Armour & Company Ltd.) 


Hampden Park, Eastbourne, Sussex 


Herpes 
Samples and lite -ature 


will be supplied on request 





Telephone : 


Telegrams: 
Hampden Park 740 


‘ Armolab ’ Eastbourne 
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‘S-mez’ for the effective, safe, economical treatment 
of pneumonia, upper respiratory tract infections and secondary 


bacterial infections with which they are associated. 


- is short for ‘Sulphamezathine’ 
‘S=MEZ? is short for ‘Sulpl / 


Trade Mark 
(Sulphadimidine B.P.) 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED. WILMSLOW, CHESHIRE 


Ph.610/1 | 


y of Imperial Chemical Industries Limited 
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Safe Symptomatic relief 





for the anxious patient 





OBLIVON-C is a new, long-acting derivative of 
Oblivon in tablet form, with the same wide margin 
of safety and freedom from side effects. In the treat- 
ment of anxiety states OBLIVON-C gives day-long 
freedom from tension and creates a climate of confi- 
dence in which simple reassurance can be accepted. 


PRESENTATION OBLIVON-C is presented as Ovets, each con- P 
taining 100 mg. of methylpentynol carbamate. hee 
Containers of 100. 


DOSE 1-2 100 mg. Ovets three times a day and 2-4 
Ovets at bedtime. 


BRITISH SCHERING LIMITED LONDON W.8 
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ASPECTS OF A CONDITION 


Bitten finger nails * « » mute witnesses to the conflict within the mind - 


CGovatin provides daytime sedation without hypnosis - Covatin is to be preferred to pheno- 


barbitone for it does not interfere with the alertness of the patient - Covatin is not habit-forming 


and has no side-effects - Covatin is available as 50 mg. sugar-coated tablets in bottles of 


Covatin 


TRADE MARK 


50 and 500. 


Formula : p-butylthiodiphenyl-methyl-2-dimethylaminoethyl sulphide hydrochloride 


WILLIAM R. WARNER & CO. LTD + POWER ROAD + LONDON =: W.4 
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Keeping the Peptic Ulcer Patient in the 


Comfort Bone 











. an ‘Kolantyl’ Gel maintains the stomach pH 
Wea within a zone that ensures freedom from the 
ee a >» pain of hyperacidity. The valuable anticholinergic 
(Merrell) . ie a> and smooth muscle relaxing properties of the 
eet > ‘Merbentyl’ component extend the antacid — 


Each 10 c.c. of ‘Kolantyl’ Gel contain: activity over a longer period by reducing 
400 mg. Dried Aluminium Hydroxide Gel. peristalsis. This effect is particularly valuable 
200 mg. Magnesium Oxide. o ‘ ° 
Smg. ‘Merbentyl’ at night. The complementary antacids avoid 
100 mg. Methylcellulose . ° ° 
25 mg. Sodium Lauryl Sulphate. constipation or undue laxation, and there 
Tablets containing these is no acid rebound. 


ingredients are also prepared. 


Availability : ‘Kolantyl!’ Gel is 

supplied in bottles of 12 fl. oz. ‘Kolantyl’ 

tablets in bottles of 50 and 250. 

Dosage: 2-4 large teaspoonfuls of ss PS , 
‘Kolantyl’ Gel (or 2 tablets) three or relieves ulcer pain very effectively 


four times daily. In severe cases a dose 
may be taken every three hours. 


distributed in the United Kingdom and Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS 
for the Wm. S. Merrell Company, London. 
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Becantyl 





suppresses useless cough 


UNRELATED to morphine derivatives or guaiacol, and with none of their dis- 
advantages, Becantyl suppresses useless cough. The active ingredient in Becantyl 
is Sodium-2:6-ditertiarybutyl-naphthalene monosulphonate. This chemical, which 
does not cause constipation, anorexia, drowsiness or other side-effects, is the 


result of original research. 





SAFE AND EFFECTIVE 


The lack of side-effects and its high therapeutic margin of safety makes 
Becantyl especially valuable for the treatment of useless cough in children 
and old people. 


DOSES: Aduits: 2 teaspoonfuls 


Children: 3-6 years: 14 teaspoonful 
7-15 years: 14-1 teaspoonful 


three times a day or as prescribed 











BECANTYL is available in 4 fluid ounce bottles, and also in 40 fluid ounce and 
80 fluid ounce dispensing bottles 

BECANTYL has no B.P. or N.F. equivalent, is not advertised to the public, and 
may be prescribed on form E.C.10. 


BECANTYL 


Literature and samples available from the Medical Information Department 


Y HORLICKS LIMITED 
PHARMACEUTICAL DIVISION SLOUGH BUCKS 
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a question of CONFIDENCE 


Doctors can depend on AcHRomycin* tetracycline to win the confidence and 


co-operation of the younger patient, for a comprehensive range of preparations 


has been formulated to make a special appeal to children and infants. For instance, * 


cherry-flavoured Syrup and Liquid Pediatric Drops . . . chocolate-fla 


SPERSOIDS* . 


voured 


. . Oral Suspension with a delicious ‘taste appeal’: such preparations 


as these readily transform the treatment into a treat! At the same time they win 


the physician’s confidence as they ensure effective therapeutic dosage of 


ACHROMYCIN tetracycline the broad-spectrum antibiotic that has earned its pre- 


eminence on the solid basis of consistently good results. ACHROMYCIN will frequently 


secure a prompt successful response where other measures have proved ineffective. 


ACHROMYCIRIT 


* REGD. TRADE MARK 


Nw 
nemm = \ 
) 








fl. oz. CAPSULES 


SUSPENSION (250 mg. per 5 cc.), 1.5 Gm. in 1-oz. bottles. Spersorps* Di 
Powder (50 mg. per 3 Gm. powder), Jars of 36 Gm. and 75 Gm. 


TETRACYCLINE 


Liguip Pepiatric Drops (100 mg. per cc.), 1 Gm. in 10 cc. bottles, Orat 


spersible 


SOLUBLE 


50 mg.) Bottles of 100. Syrup (125 mg. per 5 cc.) Bottles of 2 & 16 


Also available in the following forms: 
EAR SOLUTION * INTRAMUSCULAR * INTRAVENOUS * OINTMENT - OPHTHALMIC OINTMENT 


POWDER STERILIZED TROCHES 


LEDERLE LABORATORIES DIVISION 


Cyanamid PRODUCTS LTD. LONDON, W.C.2. 


50 mg.), vials of 25 & 100. TABLETs (50 mg.), vials of 25 & 100. 


OPHTHALMIC 


1 


3 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the antispasmodic, 
sedative and amylolytic properties of 
belladonna alkaloids, phenobarbitone and 
Taka-Diastase, presents a comprehensive therapeutic approach to the problem 
of visceral spasm. It has proved of great value in the relief and management 
of gastro-intestinal disturbances, particularly peptic ulcer and the 
irritable colon syndrome. BARDASE may also be prescribed as a useful adjunct 


to other treatment in cases of ulcerative colitis. 


* Trade Mark 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE AID 


Yellow sugar-coated tablets supplied in bottles of 50 and 500 


BARDASE LIQUID IS AVAILABLE IN BOTTLES CONTAINING 4 AND 16 FLUID OUNCES 


caw 
py: PARKE, DAVIS & COMPANY LIMITED (inc. U.S.A.) HOUNSLOW, MIDDLESEX Te): HOUNSLOW 2361 


bee? 670 
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The 


ELECTRIC BLANKET X in the TUBE 









FINALGON :=... 


OINTMENT 






Produces a glowing feeling of warmth 
which lasts for hours 


and relieves rheumatic pain 







Tube of 20 g. 


COMPOSITION : , (é 


Nonylic acid vanillylamide 0.4% and 
Nicotinic acid-8-butoxyethyl ester 
2.5% in a suitable ointment base. LEWIS LABORATORIES LTD.,LEEDS 9 


5073/E 





*a 15 
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Influenzal states are unwanted 
companions of winter which persist in 
greater or lesser degree each season. 
Recourse to a suitable medicament 
becomes of paramount importance for 
the early abatement of symptoms. 


The rapid therapeutic effect of Hypon 
tablets is now accepted, being of extreme 
value in relieving pain and reducing 
temperature during influenza epidemics, 
when time is a factor of importance to 
both patient and General Practitioner. 


... for the rapid relief 
of influenzal symptoms 


CREWE: 
Telephone : 
Crewe 3251-5 


AUSTRALIA: 458-468, Wattle Street, Ultimo,{Sydney, N.S.W 


CALMIC LIMITED 





when its standing room only... 


HYPON tablets possess a powerful anal- 
gesic-antipyretic action. 

HYPON tablets contain Caffein to 
counteract mental and post-influenzal 
depression. 

HYPON tablets also provide sufficient 
phenolphthalein to maintain normal 
peristalsis. 


Indications: Influenza, Tonsillitis, Rheumatic 
conditions, Spastic Dysmenorrhea, Neuralgia. 


Formula: Acid Acetylsalicyl B.P. 40.22% 
Phenacet. B.P. 48.00% Caffein B.P. 2.00% Codein. 
Phosph. B.P. 0.99% Phenolphthal. B.P. 1.04% 
Excip. 7.75% (each tablet 8 grains) 


HYPON 


Prescribe HYPON by name 





LONDON: 
2 Mansfield St., W.1 
Telephone: LANgham 8938-9 











CANADA: Terminal Building, York St., Toronto | 
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“had a happy experience last week — 





thought | was in for an attack of fibrositis 
but | found one of those drug company samples ~~ > 


which worked like a charm. Pleasant to use, too.’ 
“What was it?” 


“Stuf called Algesal. It is a skin-penetrating salicylate 
in a vanishing cream, not irritating or anything like that. 





Smells of lavender.’ 


“That's a change. Most of these anti-rheumatic balms 


set your skin on fire and smell horrible.” 


“It's quite rational too, when you think about it 

Salicylates are still the first choice systemically for rheumatism. 
Local salicylate at the site of the pain should be useful. 

I'm prescribing it now for all my old dears.’ 





Algesal 


10°, diethylamine salicylate in a soothing vanishing cream 


non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers: 


E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 


17 











THE LANCET GENERAL ADVERTISER (Jan. 5, 1957 





At last 


a ‘target’ action anticholinergic 


nearest yet to therapeutic specificity 
in peptic ulcer 


PIPTAL (N-ethyl-3-piperidyl-benzilate-methobromide) has been shown to be 
effective in cases not improved by other anticholinergic agents or by 


belladonna. It has a rapid and prolonged action, affording day and night 


relief from the pain of peptic ulcer, and has practically no side reactions. 





Piptai 1s me | race Merk 


e RELIEVES GASTRIC SPASM © CONTROLS GASTRIC HYPERMOTILITY 
@ CONTROLS HYPERSECRETION e AIDS HEALING OF ULCERS 


e NO DEVELOPMENT OF TOLERANCE 
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“The concept that an anticholinergic drug must produce atropine- 
like side effects to be effective is not substantiated.” 2 


‘Piptal is apparently unique in that it represents a potent 
antisecretory agent without side reactions.” 3 


“The drug is well tolerated, having a favourable ratio between 
therapeutic and toxic effects.” 4 


‘In all 37 cases... there were absolutely no side effects.” ! 


‘*Piptal was the only substance in this study which had no urinary 
side effects.’’ > 


“Twenty-five duodenal ulcer cases all reported rapid and thorough 
relief from pain, with no side effects such as dryness of the mouth, 
blurring of the vision, or urinary difficulty, all of which have been 
common complaints after previous use, by. these patients, of other 
anticholinergics.” ! 


‘‘No side effects were elicited in any of the patients in the present 
study and...many of the ‘‘acute’ studies employed four times the usual 
dosage. Patients taking the medication for the ‘‘chronic” studies were 
totally free of any side effects.” 3 








without side reactions 


Piptal is the Trade Mark 





Administration: One tablet three 1) Amer, J. Gastrocnterel., 1956, 98, 223 
times a day before meals, and 1 or 


2 tablets at bedtime. 


2) Amer. J. Gastroenterel., 1953, 24, 601 


3) Amer. J. Dig. Dis., 1956, 1, 108 
Presentation: In bottles of 50 
and 500 tablets. 5mg of Piptal 
in each tablet. 5) Amer. J. Dig. Dis., 1955, 22, 37 


4) Clin. Res. Proe., 1955, 3, 22 


BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE 


Manufactured under license of Lakeside Laboratories Inc 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 





Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 






DUOIMENG 


A new long-acting rubefacient— 


safe and effective 


Rubriment is a product of original research. 

For some years it has been known that some chemicals 
when applied to the skin produce redness and warmth. 
Rubriment is based on a new substance, the benzyl 
ester of nicotinic acid, which has been demonstrated to 
give a long-lasting rubefacient effect without any damage 
or irritation to the skin even after prolonged and re- 
peated application. 

Ten minutes after application of Rubriment there is a 
comforting feeling of warmth and the area is seen to be 


flushed. This redness is due to the dilatation of the small 
cutaneous blood-vessels. This persists, without danger 
of irritation to the skin. Clinical reports have been re- 
ceived of the efficacy of Rubriment for the relief of pain 
in such conditions as muscular rheumatism, lumbago, 
fibrositis, strains and sprains. The immediate and pro- 
longed vasodilatory action of Rubriment also provides 
effective relief for unbroken chilblains. 

Whenever counter-irritation is indicated, Rubriment 
is the preparation of choice for the patient. 





Available in two forms 

Rubriment (2.5°% nicotinic acid benzyl ester and 0.1 °% 
Capsicin) is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs only gentle 





application. Jt is supplied in tubes of 20g. (Approx.). 
BASIC PRICE to N.H.S., 2/2d. 

The liniment lends itself to massage, if this is required. 
It is supplied in bottles of 2 fl. ozs. (approx.). BASIC 
PRICE to N.H.S., 3/-. 








Directions for use Apply Rubriment to the affected 
area. As Rubriment causes a stinging sensation in contact with 
the eyes and face, the hands should be well washed after use. 

One application per day has been found to be effective for 


RUBRIMENT 


the majority of patients, though a fresh application may be 
made, if necessary, at more frequent intervals. 

Rubriment is not advertised to the public and can be pre- 
scribed on form E.C.10. 


Horlicks Limited, Pharmaceutical Division, Slough, Buckinghamshire 


1951, 192, 423 
Schweiz. med. Wschr., 
Dtsch. Gesdh. Wes., 


Z. ges. inn. Med., 1953, 8, No. 3, 99. 
1950, 80, No. 44, 1180. 


Arch. Derm., 
122, No. 37. 
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Hautarzt, 1952, 3, No. 7, 304. 
Munch. med. Wschr., 
1950, 5, No. 49, 1953. 


Hippokrates, 1950, 14, 378. Derm. Wschr., 1950, 
1951, 93, No. 44, 2209. Ther. Gegenw., 1952, 91, No. 9, 344. 
Derm. Wschr., 1951, 123, No. 7, 145. 
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The use of stabilized maine 


A 


NEW TREATMENT 


FOR ULCERS 












ABRASIONS 
BURNS 
PYODERMIAS 


ANY MEDICAL PRACTITIONER knows how stubborn- 
ly resistant to any therapy a long-standing varicose 
ulcer can be. The reason is partly the diminished 
blood supply, but more perhaps the formation of a 
pus-containing layer and of crusts which cover the 
ulcer and impede the healing process. Similar diffi- 
culties are often encountered in the treatment of 
wounds and abrasions. 


PROTEOLYTIC ACTION 

It has long been known that the proteolytic enzyme 
trypsin could digest crusts by the process of physio- 
logical currettage. The difficulty has been to incor- 
porate the trypsin in a stable preparation. In 
Biotrase, trypsin remains active physiologically for 
over one year. It rapidly dissolves crusts and scabs 
and leaves a clean, granulating surface. A certificate 
of stability has been issued by a Department of 
Bio-chemistry. 

Biotrase has been designed by Lloyd-Hamol of 
London and Zurich for the treatment of infected skin 
lesions. Apart from trypsin, it contains two new 


Biotrase 





of proved bacteriolytic pro- 
perties, Ca-N-Hydroxymethylglutaminate and 2,2* 


antiseptic agents 


thiobis-(4,6-dichlorophenol), designated bithionol, 
both of which are effective against a wide range of 
gram-positive and gram-negative pathogenic organ- 
isms and do not cause skin sensitivity. Biotrase also 
contains carbamide, included for its buffering 
properties. 


INDICATIONS FOR USE 
Biotrase may be used wherever there is an infected— 
or potentially infected—breach of surface of the skin. 
Common conditions for its use include the following: 
Varicose, diabetic and post-thrombotic ulcers; 
wounds, and second and third degree burns; infected 
and necrotic skin conditions, including pyodermias; 
boils and carbuncles (following incision). 





COMPOSITION OF BIOTRASE 


Trypsin pur. 104 
Ca-N-Hydroxymethylglutaminate 5.00% 
2,2? thiobis-(4,6-dichlorophenol) 0.50% 
Carbamide B.P. 5.00% 


In polyethylene glycol 








EAQ_Q@ OG 


Y LLOYD-HAMOL LIMITED 


% 








Biotrase is available in 35g. tubes at a basic N.HLS. 
price of 3/9d. plus Purchase Tax. Samples and literature 
are available to medical practitioners on request. 


ii A®._A_A_ TAO a 


‘Biotrase’ is a registered trade mark of 


y 


MOQ@G 


ot caenae Place, London, S.W.1. 
ss SSS 
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Deltacortril 


BRAND OF PREONISOLONE 


TABLETS 





the new and dramatic 
analogue of hydrocortisone 


Anti-rheumatic - Anti-allergic + Anti-phlogistic 

Pfizer announces DELTACORTRIL a new synthetic steroid 
which offers superior treatment in rheumatoid arthritis, 
asthma and dermatoses. Three to five times more 

potent than hydrocortisone or cortisone in systemic 
adrenocortical therapy, DELTACORTRIL brings more rapid 
and more prolonged response in chronic rheumatic 
conditions, easing joint pain, diminishing stiffness and 
producing a distinct feeling of well-being in a matter of hours. 
It effects maximal anti-arthritic, anti-allergic and anti- 
phlogistic response at fractional dosage. DELTACORTRIL, 
despite its intensified potency, is relatively free from side- 
effects and provides specific advantages over previous 
corticosteroid therapy. It is the steroid therapy of choice for 
greater effectiveness, greater convenience, and greater 
freedom from side-reactions. (Available to hospitals only.) 


cz=> PFIZER LTD - FOLKESTONE - KENT 


* Trade Mark Chas. Pfizer & Co. Inc. 
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ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in diminishing capillary bleeding in a wide range 

of surgical operations. It has proved particularly useful in ear, nose and throat, 

ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 

a a there is less swelling and bruising when Adrenoxyl has 
en used. 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 


Pharmaceutical Division Slough Bucks 
Literature and samples are available on request to the Medical Information Dept. 
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An experiment to show the effect of 
Transvasin on skin temperature 
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The graph above is of an experiment to measure Transvasin. The broken line gives similar information = 
the effect of Transvasin on skin temperature with regard to the application of a plain vanishing = 
on a subject. The solid line plots the skin tempera- cream used as a control. Skin temperatures were 
ture before and at intervals after a single application measured with an electro-thermo couple every 
of one inch of cream (0.924 grams) from a tube of five minutes for two hours. 
TUVALU RUA LUAU UATLUHLUAL CHA LOA CELL CEL QUAVUIVGYUUYEUUYEEUUICYUCON CUTOUT AUN 
r1S generally agreed that cases of soft-tissue rheuma- 
tism and of many types of arthritis benefit by hyper- COMPOSITION 
aemia of the affected tissues. Transvasin, which contains Salicylic acid tetrahydrofurfuryl-ester... os Me 
two quick-acting esters of nicotinic acid, induces such a Nicotinic acid ethyl-ester ... ase ee 2% 
; : - Nicotinic acid n-hexvl-este 2° 
deep and prolonged hyperaemia at the same time as it icotinic acid n-hexyl-ester fo 
wipe p-Aminobenzoic acid ethyl-ester y > A 
produces superficial erythema. Water-miscible base ad ... 100° 
In addition to the esters of nicotinic acid, Transvasin 


contains the fat- and water-soluble esters of salicylic and 
p-aminobenzoic acids. Both these well-tried analgesic 
drugs are readily conveyed through the skin in therapeutic 
quantities and enable an effective concentration to be 
built up where they are needed. 

Transvasin is now being widely prescribed, with 
successful clinical results. Since a very small quantity is 
sufficient for each application, the cost of treatment is 


extremely low. 
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Transvasin is available in 1 oz. tubes, basic N.H.S. price of 
2/6, + Purchase Tax, and is not advertised to the public. 
Samples and literature will be gladly sent on application. 


Transvasin 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, S.W.1. 


* Transvasin’ is a registered trade mark of Lloyd-Hamol Limited 
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ORAL contro oF ofDEMA 








Oedema in cardiac patients can now be successfully controlled 


by Mercloran, a mercurial diuretic which is effective when given orally. 
Two to three Mercloran Emplets daily maintain a smooth oedema-free 
state and eliminate the see-saw effect of preparations given intermittently. 
Mercloran in most cases completely eliminates the need for. injection. 
However, in the acute case where it is deemed necessary to initiate treatment 


parenterally, the chemically related compound, Mercardan, is available. 


MERCLORAN 


(CHLORMERODRIN N.N.R.) 


EMPLETS: (enteric coated tablets) 
In bottles of 25 and 250 


a 
le 


e AND MERCARDAN FOR PARENTERAL USE 


a® 


<o 


“es” PARKE, DAVIS & Company, Limited (inc. U.S.A.) Hounslow, Middlesex - . Tel. Hounslow 2361 
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PRO-BANTHINE* FOR ANTI-CHOLINERGIC ACTION 





A Combined Neuro- Effector 
and Ganglion Inhibitor 


Pro-Banthine* consistently controls gastro-intestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anti-cholinergic 
compound. Its unique pharmacological pro- 
perties are a decided advance in the control of 
the most common symptoms of smooth muscle 
spasm in all segments of the gastro-intestinal 
tract. 

By controlling excess motility of the gastro- 
intestinal tract, Pro-Banthine has found wide 
use’ in the treatment of peptic ulcer, functional 
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diarrhoeas, and regional enteritis and ulcerative 
colitis. It is also valuable in the treatment of 
pylorospasm and spasm of the sphincter of Oddi. 

It was found* that Pro-Banthine orally was 
an “inhibitor of spontaneous and _ histamine- 
stimulated gastric secretion” which “ resulted 
in marked and prolonged inhibition of the 
motility of the stomach, jejunum = and 
ome... 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with para-sympathetic 
inhibition. Dryness of the mouth and blurred 
vision are less severe with Pro-Banthine than 
with certain other potent anti-cholinergic agents. 

In the “Side effects were 
entirely absent in doses of 30 or 
— ae... 

Pro-Banthine Bromide (2’-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide) 
brand of propantheline bromide, is available in 
sugar-coated tablets of 15 mg. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tab- 
lets (30 mg.) at bedtime will be adequate. Full 


above _ series?, 


single 


literature is available on request. G. D. Searle 
& Co. Ltd., High Wycombe, Bucks. Tel. High 
Wycombe 1770. 
* Registered Trade Mark. 
‘Gastroenterology (1953) 25 : 416. 
*Gastroenterology (1953) 25 : 24. 
SEARLE 
P.B. P96 
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EAR WAX 4 


Removed this easy way 





The removal of wax from the external 
auditory meatus has, in the past, normally 
entailed attendance by the patient for diagnosis 
and for the prescription of a suitable 
loosening agent, and a second attendance 

a few days later for syringing. Now, by the 
use of Cerumol Ear Drops, wax can 

be removed in most cases at one 

visit. A few drops of Cerumol can be 
instilled into the ear and, while another 
patient is being attended to, the soft cerumen 
dissolves and the harder wax disimpacts. 
The wax can then be removed by 

gentle syringing or with cotton wool. The 
wax may even be found to run out 

of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. Cerumol is anti-bacterial, 
non-irritating and harmless to the lining of the external auditory 

meatus or the tympanic membrane. Cerumol is 

included in Category No. 4 of the M.O.H. classified list and 

may be prescribed on N.H.S. Form E.C.10. 
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for the easier removal of wax 





Regd TRADE MARK 


Distributors in U.K. 
TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, 
MIDDLESEX. Telephone : WAXlow 2244 PACKS for Surgery Use: 


. ; . 10 c.c. vial — separate 
‘ou wish to te: our: Ye 1c cy ; 
If you wish to test for yourself and have not received recently a 10 c.c. vial dropper included. 


please write or telephone direct to : (Basic N.H.S. price 2/8.) 
LABORATORIES FOR APPLIED BIOLOGY LIMITED, For Hospital Use: 2 oz. 
91, AMHURST PARK, LONDON, N.16 Telephone STAmford Hill 2252 and 10 oz. bottles. 
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Catarrh, blocked sinuses, rhinitis— 
these are the complaints that will cause 
congestion in your waiting room 

this winter. Yet, with ARGOTONE 
Ready-Spray you can clear congestion 
in patient and waiting room— 
speedily, safely, surely. Combining 
the acknowledged vaso-constrictor, 
ephedrine hydrochloride, and the 
highly efficient antiseptic, silver 
vitellin, in aqueous isotonic solution, 
ARGOTONE gives rapid prolonged 
nasal patency without rebound 
congestion. ARGOTONE is tasteless, 
odourless, and does not sting 

or burn. When used in the handy 
polythene squeeze bottle, 

‘* Ready-Spray ’’, ARGOTONE 

can be carried in pocket or handbag 
te clear congestion whenever 


it’s needed. 


RONA LABORATORIES LTD - 
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ARGOTONE 


‘*Ready-Spray’’ 


the nasal spray that keeps catarrh at bay 


ARGOTONE “ READY -SPRAY’’ ARGOTONE is also available as 
Basic N.H.S. price 2s. 10d. containing Nasal Drops in 20 cc. bottle 
15 cc. Prescribable on Form E.C.10. complete with dropper, and in 4 oz. 


dispensing pack. 


Literature and samples gladly on request 
giad) q 


12-13 MOLYNEUX STREET - LONDON W.1 
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EVANS 


MEbicAL 


COLLIR 


One of a complete range of 





‘Tron Preparations 


Many oral iron preparations cause gastro- 
intestinal irritation thereby making it im- 
possible to administer sufficient iron by the 
oral route to restore the hemoglobin level 
to normal. Colloidal ferric hydroxide in the 
form of COLLIRON overcomes this great dis- 
advantage, as the iron is presented in a non- 
irritant form and is readily tolerated even 
in large dosage over a prolonged period. 


Presentation 


Bottles of 4 fl.oz. and 8 fl.oz. 
Dropper bottles of 30 ml. 
COLLIRON is also available in capsules 
If rapid response to iron therapy is needed 
COLLIRON LV. is unexcelled. 


COLLIRON 


Vf oN = 





- Pleasant to take 

- Well tolerated 

. Efficient utilization 

- Does not stain the teeth 


- Particularly suitable for 
children to whom it can 
easily be administered by 
means of a special 
dropper bottle. 


OUTSTANDING 
ADVANTAGES OF 
COLLIRON 





Further information on request from : EVANS MEDICAL SUPPLIES LIMITED, 
Speke, Liverpool 19, and Ruislip, Middlesex 





29 











THE Lancet] THE LANCET GENERAL ADVERTISER (Jan. 5, 1957 








The easily written, easily remembered contraction for 


Acid-Stable ORAL Penicillin 
‘Distaquaine’ V 





trade mark 
Crystalline penicillin V, free acid 
jer, ee egy ee ma re | 
| 
| DQV TABLETS DQV ELIXIR | DQV SULPHA | 
| | 
| Each tablet contains Each dose (4 fl.dr.) con- Each tablet contains | 
| 60 mg. penicillin V tains 30 mg. penicillin V 0.30 punt liphadimidine | 
| Bottles of 30, 200 and Bottles of 2 fl. oz. 0.14gm.sulphamerazine | 
3 Bottles of 30, 200 and 
| 1000 (30 doses) | a | 
Rn area tas cee tee ceteest Gish dems cen Geis ect Gn cenmene <eutmse: cams CORD <emih <i: eath Gehan <a ti emotes nets <cinpy sefi> apie <silban Gen aenndis aomeene ape Gemma en aa 


DOSAGE 
Adults: 60 mg. or more every four hours 
Children: Half the adult dose 


Manufactured by 
THE DISTILLERS COMPANY (Biochemicals) LIMITED 


SPEKE, LIVERPOOL 19 Tel: HUNTS CROSS 1271 


owners of the trade mark *Distaquaine’ 


PPH 30/56 
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The role of cellular metabolic stimulus 


in medical practice 


L-Triiodothyronine (issued by Glaxo as ‘Tertroxin’) is recognised as probably the ultimately 


effective hormone of the thyroid acting directly on the metabolic cell processes. 


In the treatment of obesity, the stimulus to the 
cellular metabolism from Tertroxin is of great value, 
. OBESITY | along with dietary measures. Tertroxin exerts its 


effect on cellular oxidation rapidly; it is non- 





cumulative and therefore controllable and safer. 


Tertroxin is helpful in the 


treatment of dysmenorrhoea. It may be given for 
DYSMENORRHOEA é ay beg 


three or four days before menstruation 





begins and continued for two days afterwards. 


Many elderly patients manifest waning metaHolism 
by a variety of symptoms. The functional 
GERIATRICS 


improvement and increase in mental and physical 


vigour after giving Tertroxin in selected cases make it 





useful in the treatment of the elderly. 


: ER f ROX TINE voccc nnn 


(L-Triiodothyronine Sodium Glaxo) 


Tertroxin (L-Triiodothyronine) in the recommended dosage is TERTROXIN TABLETS 


well tolerated. It is non-cumulative and adjustment of dosage to 20 micrograms scored) 
suit the patient’s response therefore takes effect quickly, with Bottles of 50 and 500 


prompt reversion if for any reason dosage is reduced or withdrawn. 5 micrograms: Bottle of 50 


GUAXO, 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX gf BYRon 3434 
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* 
Sigmamycin is a 2:1 combination 
of the broad-spectrum anti- 
biotic tetracycline and the newly- 
discovered medium-spectrum 
antibiotic oleandomycin. It has 
been clearly shown, both in vivo 
and in vitro, that this combination 
demonstrates synergism. The 
inhibitory concentrations required 
are significantly lower than was 
predicted from the known 
properties of its constituents. The 
advantages to be derived from 
this combination, which is the first 
of its kind, may profoundly affect 
the whole future pattern of anti- 


biotic therapy. 








World's largest producer of 
a> Antibiotics 


PFIZER LTD « FOLKESTONE + KENT 
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Sigmamycin is new For the first time a broad- 
spectrum antibiotic has been combined with a 
medium-spectrum antibiotic to demonstrate 


true synergism. 


is more effective The synergistic combination 
of the two antibiotics adds depth to the broad 
spectrum of tetracycline, particularly against the 


common coccal infections. 


is better tolerated Oleandomycin is extremely 
well tolerated. Its inclusion in Sigmamycin 
permits the dosage of tetracycline to be:reduced. 


evokes a faster clinical response The deep 
broad-spectrum activity of Sizmatyein ensures 
faster and more complete eradication of 
invading organisms. Control of infection is, 
therefore, more rapidly achieved, 


delays bacterial resistance Serial dilution 
tests have shown that the combination of 
antibiotics in Sigmamycin delays the emergence 
of resistant strains of bacteria. This delay is 
sufficient to ensure. that, in general practice, 

it will be virtually impossible for resistance 

to appear. 


Sigmamyein capsules containing 167 mg. 
tetracycline and 83 mg. oleandomycin are 
available in bottles of 16 and 100. 


*Trade Mark of Chas. Pfizer & Co., Inc. 
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The Roche antibiotic is now available 


“ROMICIL’ 


BRAND 





TRADE MARK 


OLEANDOMYCIN 


Highly active against a wide range of pathogenic 
organisms, ‘Romicil’ does not disturb the normal bacterial 


flora of the gastro-intestinal tract. 


‘Romicil’ is easily absorbed, and high concentrations are 
obtained in the tissues; it is well tolerated, and is not 
destroyed in the alimentary tract. 


Dosage: Children. 3 mg. to 5 mg. per pound body- 
weight daily, divided into four doses. These 
doses can most conveniently be given by 
using the 100 mg. capsules. 

Adults. Initial dose 500 mg. to 1000 mg., 
followed by 250 mg. to 500 mg. every six hours 


Packings. Capsules 100 mg. in packings of 12 and 100. 
Capsules 250 mg. in packings of 12 and 100. 


ROCHE PRODUCTS LIMITED, 15 MANCHESTER SQUARE, LONDON, W.1. 
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Adelphane 


(0.1 mg. Serpasil 4+- 10 mg. Nepresol) 





FOR MILD AND MODERATE 


HYPERTENSION 


IN GENERAL PRACTICE 


A combination of Serpasil (reserpine CIBA) and Nepresol (1,4 - : 
-dihydrazinophthazaline sulphate) for those hypertensive patients not 
showing adequate response to Serpasil alone. 
The components have a mutually potentiating action 
and side effects are minimised. 
Available in bottles of 25, 100 and 500. 
*Adelphane’, ‘Nepresol” and ‘Serpasil’ are registered trade marks. Reg. user. 
CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone: Horsham 4321. Telegrams: Cibalabs, Horsham. 
1/7 
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ok The NEW antibiotic 


for oral administration 


*ROVAMYCIN’ 
al. 
“— 


at 


¢, 


IS ACTIVE BY MOUTH *k IS REMARKABLY WELL TOLERATED 


i DOES NOT INTERFERE WITH THE NORMAL INTESTINAL FLORA— 


NLIKELY TO RESULT IN THE DEVELOPMENT OF CANDIDA 
INFECTIONS OR STAPHYLOCOCCAL ENTERITIS. 


Because of these properties ‘Rovamycin’ is suitable for the treatment of the 
commoner infections, especially those of the lung, upper respiratory tract 
and middle ear. It is indicated also in the treatment of patients who are 
sensitized to penicillin or whose infections are due to staphylococci resistant 
to other antibiotics, and in non-specific urethritis. ‘Rovamycin’ is supplied 
as varnished tablets of 250 mgm. spiramycin base. 


wiustrRaTION: Evaluation of antibiotic activity 
by measuring inhibitory zones on agar plates ‘ 


O ] 
Further information is available on request iy 


SPIRAMYCIN 
® MANUFACTURED BY 


MAY & BAKER LTD 


An M&B brand Medical Product 


G Vib ptr rre. 
TORS PHARMACEL 


DISTRIB 


Wd 
SPECIALITIES (MAY & BAKER) LTD * DAGENHAM ESSEX 
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f One week's treatment with ‘ Antepar ’ Elixir is 
| i usually sufficient to eradicate threadworms. A single 
i dose clears roundworms from the gut. Effective 
without fasting, purging or supporting measures, 
yj *Antepar ’ acts by paralysing the worms—they are 
then expelled by normal peristalsis. 
a *Antepar ’, the original elixir of piperazine, is 

# well tolerated by patients of all ages. Its pleasant 

taste is popular with children. Containing piperazine 

tf citrate equivalent to 500 mgm. of piperazine in 
each fluid drachm, ‘ Antepar ’ is supplied in bottles 
F of 4 fl. oz. and 20 fl. oz. 


-.. ‘ANTEPAR’ ELIXIR 


brat BURROUGHS WELLCOME & CO. (tue weticome FouNDATION LTD.) LONDON 
Associated Houses : 
AUCKLAND BOMBAY BUENOS AIRES CAIRO DUBLIN JOHANNESBURG KARACHI MONTREAL NAIROBI NEW YORK RIO DE JANEIRO ROME SYDNEY 
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Whether sedative or expectorant therapy is required in the management of cough, 
appropriate selection may be made from Allen & Hanburys outstanding cough 
preparations—ETHNINE, a sedative elixir, or PIRIEX, an expectorant Linctus. 


ETHNINE, a palatable and effective 
cough sedative containing pholcodine 
is rapidly replacing preparations of 
codeine in the suppression of ex- 
hausting and harmful unproductive 
cough in children, adults and elderly 
| patients. 
| The advantages of Ethnine are in its 
effectiveness with low toxicity, and 
its freedom from side-effects such as 
constipation and digestive upset. 


For sedative cough 
therapy 


ETHNINE 


Trade Mark 


Bottles of 4 and 80 fluid ounces 
containing 4 mg. pholcodine in each 
| teaspoonful (4 c.c.) 








& HANBURYS 





Bh w 


TELEPHONE 


88 





cts 


BISHOPSGATE S320! (20 LINES TELEG 


PIRIEX, a carefully chosen combin- 
ation of an improved antihistamine 
of low toxicity with expectorants, is 
unsurpassed in therapeutic activity 
where a stimulant expectorant linctus 
is indicated. 


Piriex effectively liquefies tenacious 
sputum and aids its prompt removal. 
It is also an effective decongestant 
and is invaluable in the treatment of 
congestion of the upper respiratory 
tract. 


For expectorant 
therapy 


PIRIEX 


Trade Mark 
(Formerly knowm as Piriton Expectorant Linctus.) 


Bottles of 4 fluid ounces and 2 litres 
containing 2 mg. Piriton in each tea- 
spoonful (4 c.c.) 
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THE FUNCTION OF A TEACHING 
HOSPITAL * 
G. W. PICKERING 
M.A., M.D. Camb., F.R.C.P. 
REGIUS PROFESSOR OF MEDICINE IN THE UNIVERSITY OF OXFORD 


THe relationship between teaching hospital and 
university is an old one. In most cities the teaching 
hospital is older than the university, and in some of them 
(notably London) medical schools attached to hospitals 
antedated the university and were later incorporated 
in it. Yet most of these hospitals, at the time they were 
built, did not differ much from non-teaching hospitals, 
whether in structure, staffing, or administration. From 
this we may deduce that, if they felt that their service to 
the community differed from that of other hospitals, 
this difference in function must have been very limited. 
The evidence received by the Royal Commission on the 
University of London (1913) leaves no doubt that it was 
in fact restricted to the acceptance of students as 
apprentices to learn the practical handling of the sick 
from the physicians and surgeons to the hospital. This 
was, is, and always must be an important function of 
teaching hospitals, for on it depends the practical 
instruction of general practitioners and specialists who 
form the basis of any health service, organised or 
unorganised. And it was enough for the dark ages of 
medicine, when familiarity with the natural history of 
disease, and with the lives of ordinary and extra-ordinary 
folk, made up the whole armamentarium of the practising 
doctor. But it has become increasingly inadequate over 
the last two centuries, because of the growth of natural 
science. 

* . * 

Natural science, in essence, is a method by which the 
causal sequence of events may be traced and identified. 
It can be, and is being, applied to the whole field of 
natural phenomena, beginning with the physical sciences, 
proceeding to the biological sciences, then to the clinical 
sciences, and more recently to the social sciences. To 
the scientist himself the purpose of science is to acquire 
knowledge for its own sake ; to the community at large 
the usefulness of science depends on applying knowledge, 
so won, to the control of natural phenomena in the 
interests of man himself. This distinction between the 
acquisition and the use of knowledge is to my mind the 
proper distinction between pure and applied science. 
It would seem self-evident that knowledge must be 
acquired before it can be used. 

An appreciation of this is essential if the true function 
of the teaching or university hospital is to be understood. 
For it is the function of the universities to acquire 
knowledge, to impart that knowledge, and to teach the 
methods of acquiring it, and it is the function of the 
health service to use that knowledge in the prevention 
and cure of disease. The teaching or university hospital 
thus has a unique function in marrying these two points 
of view. It alone can, should, and must provide the 
focal point for the acquisition of new knowledge concern- 
ing disease, for teaching how that knowledge can be 
won, and for pioneering the use of that knowledge in the 
prevention and cure of disease. To quote the words of 
Sir William Osler, uttered half a century ago on the 
subject of the Johns Hopkins Hospital, 

. the type of school I have always felt the Hospital 
should be and which we tried to make it—a place of refuge 
for the sick poor of the city—a place where the best that is 
known is taught to a group of the best students—a place 
where new thought is materialized in research—a school 


* From an address given on the occasion of the opening of the 
new university building at the Sheffield Royal Infirmary. 
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where men are encouraged to base the art upon the science 
of medicine—a fountain to which teachers in every subject 
would come for inspiration—a place with a hearty welcome 
to every practitioner who seeks help—a consulting centre 
for the whole country in cases of obscurity. . . .We must 
convince the authorities that the subjects of clinical work 
come directly within the sphere of the university, and that 
certain hospitals must be adapted to meet the demands of 
the scientific study of disease and the scientific training of 
students.”’ 
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* ~ * 

What does a university or teaching hospital need if 
it is to fulfil its central purpose? Its most important 
need is undoubtedly that its board of governors, adminis- 
tration, and staff should be united in recognition of 
their opportunity and in determination to realise it. 
Secondly, it needs a medical staff skilled in the several 
disciplines which constitute the practice of medicine. 
Some, if not all, should also be skilled in scientific method, 
and able to devote a substantial part of their time to the 
acquisition of new knowledge, and its application to the 
problems of the sick ; and some should have such close 
contact with other scientific disciplines that they can 
use in their own work the methods and knowledge so 
gained. It needs adequate inpatient and outpatient 
facilities for the treatment of the sick, for the investiga- 
tion of disease, and for the teaching of students. Finally 
it needs laboratories where those who are trying to 
advance knowledge may work; for the advances of 
technology have equipped us with techniques and 
machines that now enable us to get an answer to questions 
which have hitherto defied analysis. 

Judged by these standards, and indeed by con- 
temporary practice as I have seen it in the United States, 
Canada, Scandinavia, and Western Germany, most of 
our teaching hospitals in Britain are woefully inadequate. 
The new building in Sheffield is a sign that we are moving 
in the right direction ; but not all cities are as fortunate 
as is Sheffield. I want to examine, therefore, some of the 
reasons that have impeded or are impeding progress. 

* * * 


One of the obvious reasons is money. This may be 
important in the future, but it was relatively unimportant 
in the past ; had the will been there, the means could have 
been found. Without any doubt the most important 
reason has been the prevalence of two opinions: (1) that 
the advancement of clinical science is incompatible with 
the treatment of the sick, and (2) that all advances in 
medical science come from the preclinical laboratories, and 
that the clinical sciences are unnecessary to the advance- 
ment of medicine. Neither of these opinions are rational, 
and like most irrational opinioris they are based on 
mistrust and fear. The first has been held by the less 
enlightened consultant physicians and surgeons who fear 
that university departments menace the prestige which 
was once their monopoly in clinical subjects. The other 
has been held by non-clinical scientists who fear that 
the growth of clinical science will compete for the support 
available for scientific research. I have no doubt that 
these attitudes of mind are being overcome; and they 
are being overcome in the only possible way, by the 
growth of mutual respect between colleagues with a 
common purpose—the relief of human suffering. 

But although these attitudes of mind are dying they 
are by no means dead; and I know of nothing so 
mischievous to our common purpose. Three examples 
will perhaps illustrate why I feel so strongly on this 
subject : 

When I was a student I was vividly impressed by the 
tragedy of two patients—a wood-worker who had driven 
a nail into his hand two days before he came to hospital 
with a grossly inflamed hand, and who died the next day 
of septicemia, and a nurse whom I helped to hang the 
Christmas decorations and who died three days later 
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of a cavernous sinus thrombosis following a boil on her 
lip. “Their deaths were not attributable to any lack of 
skill or attention but solely to lack of knowledge. They 
would not have occurred today thanks to penicillin, 
discovered and developed by Fleming, Florey, and 
Chain, working severally in the laboratories of St. Mary’s 
Hospital and Oxford University. 

Again when I was a student, patients with pernicious 
anzmia invariably died. Today they do not die, thanks 
to the discovery by Minot and Murphy, working in the 
Thorndike laboratories of the Boston City Hospital, 
of the efficacy of liver, whose active substance has 
recently been identified and characterised by brilliant 
work of chemists and physicists. 

Finally, one of the commonest disabilities of middle- 
aged women in my student days was iron-deficiency 
anemia. This was then invariably and quite unsuccess- 
fully treated with a mixture containing 7 grains of iron 
and ammonium citrate and 2 minims of liquor arsenicalis, 
a preparation which was demonstrably inactive. It 
was only later, thanks to clinical experimentation, 
that it was found that much larger doses of iron were 
needed; and nowadays such among the most 
grateful of our patients. 


are 


These examples show that good doctoring and good 
nursing are not enough. Knowledge, too, is needed, and 
knowledge is most easily and certainly won by the 
scientific method. And while history shows abundantly 
that the key information may come from any discipline 

from departments of medicine, surgery, pathology, 
physiology, pharmacology, biochemistry, and even 
the so-called basic sciences—knowledge tends to advance 
over a broad front, and it will not advance if the important 
disciplines concerning disease in man are neglected. 


Thus the services of the teaching hospital are not only 
services to the individual patients, they are services 
to humanity as a whole. 

Although professional jealousy is the greatest hindrance 
to the development of the teaching hospital, an important 


misconception plays a part. It relates to experiment. 
To some minds experiment in medicine has come to 
mean something immoral or unethical which is inflicted 
on the individual patient against his own interests. 
This is not so. May I remind you of the nature of an 
experiment. It is the alteration of preferably, one, or 
sometimes more than one, factor, and the observation 
of its effect. All treatment is in fact in the nature of an 
experiment. If we take a sick patient and we alter his 
diet, or his way of life, or give him a drug, or perform a 
surgical operation, we are, in the scientific sense, perform- 
ing an experiment. Most doctors, however, are not 
interested in the result, or have not sufficient time 
to assess the results properly. It is the peculiar function 
of university departments of medicine, surgery, obstetrics, 
and therapeutics that they shall have the scientitic 
training so to devise their treatment, and that they shall 
have enough leisure so to observe and assess its results, 
that new knowledge shall result. Thus will their patients 
reap greater benefits and all mankind shall profit. 

Let us, for example, contrast the knowledge gained 
about the efficacy of the new antituberculous drugs 
with that gained about sympathectomy in hypertension. 
By means of careful design and observation, it became 
abundantly clear, from the first patients treated in this 
country, how far and in what conditions streptomycin, 
p-aminosalicylic acid, and isoniazid would help patients 
with pulmonary tuberculosis. As a result the sick of the 
country as a whole got the maximum benefit from these 
drugs as soon as possible. Not a single life or a single 
day of illness was unavoidably wasted. Contrast sympa- 
thectomy for hypertension, an operation performed on 
thousands of patients, but without plan, so that now, 
some twenty years after its introduction, we still do 
not know how much it increases expectation of life 
in any but the most severe forms of hypertension. 
This contrast between the results of a well planned and 
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a badly planned experiment provides one of the most 
eloquent pléas for the place of the university idea in 
medicine. 

« * * 

One final word. The success or failure of the health 
service of the future depends on its esprit-de-corps. 
The spirit of the health service depends more on the 
spirit of our teaching hospitals than on any other factor : 
the teaching hospitals set the standard and they train 
the men. Now it seems to me very important that if 
we are to get the best out of our teaching hospitals, 
we should spare no effort to recruit the best men to the 
permanent staff. No man who has had a long interest, 
as I have, in staff recruitment can be happy with our 
present system in which men are appointed to their 
posts for life, and the filling of staff vacancies at teaching 
hospitals depends too largely on the accidents of births 
and deaths. The Scandinavian system, in which men 
move from smaller to larger hospitals and finally to 
teaching hospitals seems to me better. In the first place 
it gives the teaching hospitals an opportunity of getting 
the best, for these men have proved themselves in the 
field. Secondly it provides an incentive to excel, for in 
general excellence is rewarded. Finally, I doubt if it is 
good for most men to remain in precisely the same job 
for thirty-five years, particularly when the uncertainty 
of private practice has been removed. This is perhaps 
not a point of outstanding importance, but efficiency 
in a service demands attention to such details. 
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THE recognition of the frequency and significance 
of occlusion of the cervical portion of the carotid artery 
has been a major advance in the study of cerebro- 
vascular disease. Atheroma in this site has been put 
forward as a reasonable pathological explanation for 
the many cases of cerebral infarction which have been 
known to occur without occlusion of the intracranial 
vessels. Indeed, the clinical study of patients in whom 
the carotid artery has been occluded in the neck has 
led to the recognition of various clinical syndromes, 
which are described in full in the writings of Fisher 
(1951, 1954), Cloake (1951), Symonds (1955), and many 
others. 

Our personal experience, like that of others, has been 
that occlusion of the carotid artery may be present with- 
out symptoms, signs, or infarction of the brain; that 
it may be the basis of a clinical picture identical in 
every way with thrombosis of the middle cerebral 
artery ; and, finally, that it may be present when the 
clinical picture is one of a steadily progressive intra- 
cranial lesion presenting perhaps with dementia, inter- 
mittent sensory and motor phenomena, or visual dis- 
turbance—a picture often indistinguishable from that 
caused by a cerebral tumour. 

It is difficult, however, to accept that such a wide 
clinical spectrum should depend solely on occlusion 
of one or even both carotid arteries. For this reason it 
seemed logical to investigate the major collateral 
channels—the vertebral arteries and the circle of Willis— 
in cases of carotid-artery occlusion in an effort to find 
an explanation for some of the discrepancies between the 
clinical and the pathological pictures. 
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We have previously reported (Hutchinson and Yates 
1956) the results of an investigation into the incidence 
of atheroma of the vertebral artery in its cervical portion, 
a segment of the artery rarely examined routinely at 
necropsy. We found that stenosis and occlusion due to 
atheroma in this part of the vertebral artery might be 
responsible for a characteristic pattern of infarction of 
the cerebrum and cerebellum. It seemed also that these 
changes in the vertebral artery, often accompanying 
atheroma of the carotid artery, might play an integral 
réle in certain of the syndromes previously attributed to 
occlusion of the carotid artery alone. 

Further study has confirmed us in this view. Indeed the 
association of vertebral and carotid atheroma is so 
common that we suggest that the term “ carotico- 
vertebral stenosis’’ gives the correct emphasis to the 
part played in disease by atheroma of the four major 
arteries in the neck which supply the brain (the internal 
carotid and vertebral arteries) and to the site of the 
vascular lesion in many cases of cerebral infarction. 

Another aspect of vertebral-artery stenosis, and one of 
some importance, is that such stenosis alone may be 
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Site of infarction 


Rt frontoparietal 
Lt parietal 


Lt frontal, lt parietal, rt parietal 0 


Rt parietal, rt occipital 
Lt frontoparietal, 
rt parietal 


Lt occipital 


Rt parietal, rt insula, 
It capsule 


Rt occipital, rt inferior cerebellar 


Lt parietal, lt inferior cerebellar 


and rt basal ganglia (old cysts), rt 


superior cerebellar 


Lt 


Lt frontoparietal, It superior cerebellar 


Rt capsule and basal ganglia, bilateral 


cerebellar (sup. and inf.) 0 

Lt parieto-occipital, 

bilateral superior cerebellar 

Lt parietal, rt basal ganglia, 
superior cerebellar 


bilateral 
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Rt parietal, lt inf. cerebellar 


Rt frontoparietal, 
rt superior cerebellar 


Lt parietal, pons 

Bilateral superior cerebellar, pons. bilateral 
occipital 

Lt parietal 


Rt inferior cerebellum 
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Rt int. capsuk 
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Occlusion of appropriate intra- 


Middle and anterior cerebral (rt) 


Middle cerebral (lt) 


Middle and posterior cerebral (rt) 
Middle and common anterior (It) 
0 


Posterior cerebral] (It) 


Middle cerebral (rt)* 


Middle cerebral (It)* 


Middle and anterior cerebral (rt) 
0 


Posterior inferior cerebellar 
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responsible for infarction of the brain without either 
occlusion of the intracranial vessels or disease of the 
carotid arteries. We present here observations on these 
aspects of cerebrovascular disease. 
Technique 

To examine the cerebrovascular tree thoroughly, 
the brain was injected at necropsy with radio-opaque 
gelatin through the carotid and vertebral arteries at a 
pressure approximating to the systolic blood-pressure 
during life. The brain was then removed in the routine 
manner and fixed in formalin. In the first 58 patients 
in the series the vertebral artery was then dissected 
from the vertebral canal, but we found this method too 
laborious and time-consuming for routine use; at the 
last 35 necropsies the cervical spine was removed with 
the carotid and the vertebral arteries in situ. Later the 
carotid artery was examined, the spinal cord removed 
from the cervical vertebrae, and the spine decalcified 
in 6% nitric acid. The vertebral artery could then be 
dissected from the vertebral canal with ease and examined 
at all points in its course. 
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* Extension of thrombus from internal carotid artery. 


On the 


is given. All the vessels are represented as 0 


right a cross-section depicting the degree of stenosis or occlusion at the worst point of the four major vessels in each case 
f the same diameter except where striking and significant discrepancy was found. 
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Review of Pathological and Clinical Material 


The observations presented are based on the study of 
83 patients who came to necropsy as a result of a cerebro- 
vascular lesion or whose clinical history suggested such 
an event in the past. 

Significant stenosis of the lumen of carotid and of 
vertebral arteries was often found; by “‘ significant ”’ 
we mean diminution of the lumen by at least half. In 
40 of the cases examined there was either significant 
stenosis or occlusion of one or more of the major vessels 
in the neck. Of these, 10 had lesions of the carotid artery 
alone, and 7 of the vertebral artery alone; in 23 cases 
(more than half the total) the lesions involved both 
the carotid and the vertebral arteries. 

The pathological basis for the stenosis was always 
atheroma, with the occasional addition of either old or 
recent thrombosis. A not uncommon finding was hzemor- 
rhage into the base of the plaques of atheroma. Although 
some of these hemorrhages were small, others, by 
dissecting the base of the plaque, had obviously caused 
further sudden narrowing of the lumen of the artery. 
Atheroma was particularly common at the origin of the 
vertebral artery from the subclavian artery and often 
extended up the vessel for some distance; otherwise 
there was no typical site for the atheroma in the course 
of the artery through the vertebral canal. Atheroma 
was least common in the short intracranial segment 
of the artery ; it was not unusual to find severe atheroma 
of the cervical portion of the vertebral and carotid 
arteries when the intracranial vessels were either free 
from, disease or showed only minimal changes. The 
carotid artery was often affected by atheroma just at 
or above the cervical bifurcation, the atheroma extending 
for a short distance up the artery. Often the artery was 
free from atheroma above this site. The details of the 
distribution of the pathological change in the carotid 
artery were similar to those reported by Samuel (1956). 

In our series there were 22 cases of cerebral infarction 
(see table). Many had more than one infarct. The total 
number of separate infarcts in the 22 cases was 47; 
of these, 29 wera cerebral, 15 cerebellar, and 3 in the 
brain-stem. In 16 of the 22 cases infarction was present 
without occlusion of an appropriate intracerebral vessel. 
In 10 the following intracerebral vessels were occluded : 
the anterior cerebral (2), middle cerebral (8), posterior 
cerebral (2), basilor (1), and posterior inferior cerebellar 
(1). In 3 cases the intracerebral occlusion was caused 
by extension of thrombus from the internal carotid 
artery. We wish to draw attention to the frequency 
of multiple infarctions not only in the cerebrum but also 
in the cerebellum, and to the fact that in only 1 of the 
15 cerebellar infarcts was the cerebellar artery supplying 
the infarcted area occluded. 

Finally, the spinal cord was examined in 35 cases, and 
in none was there either macroscopical or microscopical 
evidence of infarction. 

Since we are concerned to show what we believe to 
be the effects on the brain of either occlusion or stenosis 
of one or more vessels in the neck, we have grouped the 
material as follows: (1) disease of the vertebral artery 
alone; (2) disease of the carotid artery alone; and 
(3) disease of both the carotid and the vertebral arteries 

‘** carotico-vertebral stenosis.”’ 


(1) Disease of Vertebral Artery 

In 7 patients the atheroma was confined to the cervical 
portion of the vertebral artery. In 2 of these patients 
stenosis was the cause of infarction of the brain. In 
both cases the infarction was confined to the territory 
ultimately dependent on the vertebral artery: the 
brain-stem, the cerebellum, and the occipital lobe. 


Case 18.—A man, aged 47, had been in excellent health 


until, four months before death, he first complained of tingling 
in his right arm and right leg. The tingling occurred in short 
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Fig. |\—Case 18: distribution of infarcts. 


attacks, lasting a few minutes only, and was appreciated 
along the whole of the arm and the leg. On occasion the 
attacks were accompanied by a feeling of heaviness in the 
affected limbs, but the duration was so short that there was 
no real disability, and he continued at his work. Six days 
before death he suddenly became ill and complained of 
persistent heaviness and weakness of both legs. Next day 
he was very unsteady in walking. From this time onwards 
he had difficulty in reading print. On the evening of the 
second day a sudden attack of “‘ jumping ”’ of the right arm 
and right leg lasted for five minutes and was followed next 
morning by a similar attack in the left limbs. Unlike the 
attack of the night before, this attack was followed by 
persistent weakness. From this time onwards the patient's 
relations noted a steady deterioration in his condition, with 
increasing weakness of all his limbs. 

On admission the patient lay quietly in the bed unable 
to move his head or his limbs and unable to speak or to 
swallow. That he was fully conscious was shown by the fact 
that he moved his eyes fully in all directions in response to 
verbal requests. His jaw, tongue, and palate were almost 
completely immobile. His limbs were flaccid and powerless ; 
his reflexes were not unduly brisk; his abdominal reflexes 
were absent and his plantar responses extensor. Sensation 
was difficult to assess with any degree of accuracy, but it 
could be shown that pain sense was absent below his clavicles. 
No useful information was obtained on his fields of vision. 
The signs and their anatomical implication indicated throm- 
bosis of the vertebral and basilar arteries. The patient passed 
quietly into coma and died on the sixth day of the terminal 
illness. Tracheotomy only temporarily relieved his respiratory 
distress. 


Necropsy Findings 

The body was that of a well-nourished man of middle age. 
The tracheotomy wound appeared healthy, though the 
trachea and main bronchi were acutely inflamed. Both 
lungs showed active bronchopneumonia. The coronary 
arteries were somewhat atheromatous but nowhere severely 
stenosed. All the other organs of the body were essentially 
normal, 

The carotid arteries were normal throughout their course. 
The intracranial vessels were normal except the left vertebral 
artery, which had a plaque of atheroma, about 1 cm. from 
its penetration of the dura, narrowing the lumen by a third. 
The posterior communicating arteries were patent and of 
normal size. The right vertebral artery was twice the size 
of the left. It was occluded by organised thrombus extending 
from its point of entry into the vertebral canal opposite the 
sixth cervical vertebra to the level of the atlas. 

The brain (fig. 1) showed bilateral infarction of the occipital 
lobes. On the right side a single and fairly recent infarct 
extended from the calcarine region to the inferior surface 
of the lobe and to the posterior hippocampal, fusiform, and 
inferior temporal gyri. There were two distinct infarcts 
on the left side ; one (a few weeks old) involved much of the 
cuneate gyrus; and the other was fairly recent and lay at 
the occipital pole in the lingual gyrus. There was bilateral 
recent infarction of the cerebellum. Both infarcts involved 
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erebellar foli# rather than deep white matter and occupied 
in area about 2 cm. in diameter in the centre of the upper 
urface of each hemisphere. In the brain-stem recent 
nfarction involved the caudal half of the pons. It did not 
nvolve the region beneath the floor of the fourth ventricle 
ind was most extensive on the left side. The cervical portion 
if the spinal cord was normal. 


Case 8.—A man, aged 82, was*admitted to hospital after 
. car accident. Two months earlier he had fractured his right 
1umerus but, apart from this, he was well until the recent 
iccident. He had been unconscious for only a few moments 
it the time of the accident, and on admission to hospital the 

nly physical sign of injury was a shallow abrasion of the 
skin over the right occiput. Radiography of the skull, how- 
ever, showed a linear fracture of the left temporo-parietal 
egion. The patient remained well for the next seventeen 
lays and then suddenly complained of pain in the chest and 
intense dyspnea. Bronchopneumonia was diagnosed, but 
there was no response to treatment, and he died suddenly 
three days later. Unfortunately a detailed neurological 
examination was not made before he died. 

Necropsy Findings 

The body was that of a poorly nourished old man showing 
no bruising or other evidence of trauma. A linear fracture 
of the skull extended from the occiput to the right temporal 
bone, but the underlying dura was not torn. Apart from 
terminal bronchopneumonia the organs of the body were not 
significantly abnormal. There was no evidence of cardiac 
infarction. 

The right internal carotid artery was slightly narrowed 
by a plaque of atheroma just above its sinus; the left was 
normal. The right vertebral artery was occluded at its origin 
from the subclavian artery ; the smaller left vertebral artery 
was patent. The intracranial cerebral arteries were all free 
from atheroma. The posterior communicating arteries were 
patent but very small. 

The brain showed bilateral atrophy of the frontal gyri, 
with thickening of the overlying arachnoid. There were small 
recent petechial hemorrhages in the arachnoid at the junction 
of the territories of the left middle and posterior cerebral 
arteries, typical of those seen at the borders of infarcted 
territory. There was recent infarction of the medial and 
inferior parts of the right occipital lobe ; there was an infarct 
of similar age in the right cerebellar hemisphere in the 
territories of both the anterior and the posterior inferior 
cerebellar arteries. 

In both case 18 and case 8 there was a considerable 
discrepancy in size between the vertebral arteries (a 
common anatomical variation) ; in both cases the larger 
artery was occluded by disease. In case 18 the smaller 
left vertebral artery was partially stenosed by atheroma, 
and in case 8 the posterior communicating arteries were 
small and presumably incapable of sustaining a collateral 
circulation. In both cases the terminal infarction appears 
to have come on spontaneously; the head injury in 
case 8 did not appear to have produced any significant 
cerebral trauma and could not be held responsible for 
the final fatal episode. 


(2) Disease of Carotid Artery 

In 10 of our series the carotid was the site of either 
stenosis or occlusion without affecting the vertebral 
arteries at any point in their course. In only 2 (cases 1 
and 16) was infarction of the brain present. That the 
vertebral arteries can maintain a precarious cerebral 
circulation in some patients is shown by the following 
example of long-standing bilateral occlusion of the 
internal carotid arteries. 

Case 16.—A woman, aged 69, was admitted to hospital 
1aving been found unconscious in a gas-filled room. The only 
wevious history of cerebral disease was that, for several 
veeks past, the patient had been noted by her relations to 
rather forgetful. When she recovered from coma next 
lay, left hemiplegia was present, which persisted until she 
lied six weeks later. Death followed bronchopneumonia 
ind the effects of prolonged sepsis from extensive bedsores. 
Vecropsy Findings 

The body was that of a wasted old woman with extensive 
lecubitus ulceration of the sacral region. There were extensive 
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old pericardial adhesions but the heart was normal. The 
coronary arteries were atheromatous but nowhere occluded. 
Both lungs were involved by active bronchopneumonia. The 
kidneys were irregularly shrunken (80 and 90 g.) and showed 
the changes of chronic pyelonephritis. The left internal 
jugular vein was blocked by newly formed thrombus. 

The left internal carotid artery was occluded in the neck 
by old organised thrombus at a point just above the sinus, 
the remainder of the artery being free from atheroma and 
thrombosis. The right carotid artery was almost occluded 
in its intracranial portion, a small channel less than 1 mm, 
in diameter remaining. The atheroma responsible for this 
narrowing extended into the right middle and anterior 
cerebral arteries, which were occluded by thrombus for 
about lem. The circle of Willis was normal, except the right 
posterior communicating artery, whose lumen was consider- 
ably diminished by atheroma. The cerebral arteries on the 
left side were normal. The basilar and the vertebral arteries 
throughout their length were patent and free from atheroma. 

The left cerebral hemisphere was normal, The right showed 
infarction of part of the frontal and parietal lobes, of the 
lateral part of the head of the caudate nucleus, and of the 
anterior half of the corpus callosum. These infarcts dated 
probably from the time of onset of hemiplegia tix weeks 
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Fig. 2—Case 16: section of cerebellum showing infarction of foliz 
in territory of superior cerebellar artery. 


before death. The temporal and occipital lobes were normal. 
There was infarction of cerebellar foliw in the territory of the 
right superior cerebellar artery (fig. 2). The brain-stem was 
normal. 

(3) Disease of Carotid and Vertebral Arteries (Carotico- 
vertebral Stenosis) 

Atheroma of both the carotid and the vertebral arteries 
in the neck was present in 23 of the cases. In 8 of them 
it is clear, from a study of the clinical history and the 
pathological material, that a combination of stenosis 
of both the carotid and the vertebral arteries was the 
vital factor in the production of.the clinical picture. 
For this reason we suggest the term ‘‘ carotico-vertebral 
stenosis,’’ which emphasises to the full the underlying 
vascular disease. 

Both the clinical histories and the pathological 
examinations in these 8 patients allow of subdivision 
into two groups: (1) 4 patients in whom the illness 
was sudden and fatal showed infarction of both the 
cerebral and the cerebellar hemispheres, and in 3 of the 
patients the infarction was precipitated by generalised 
circulatory failure; and (2) 4 patients had a clinical 
history of steadily progressive cerebra] disease (3 of 
them required the aid of additional radiological tech- 
niques to exclude the diagnosis of a cerebral tumour, 
and in all 4 the findings in the carotid and the vertebral 
arteries were remarkably similar). 

The findings in the first group of patients have been 
described in full elsewhere (Hutchinson and Yates 1956), 
therefore we repeat here only the essential clinical and 
pathological details. These 4 patients (3 females and 
1 male) all showed stenosis or occlusion of the carotid 
and the vertebral arteries in their cervical course. In 
1 of the patients the disease in the vertebral arteries 
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was unilateral but had almost completely occluded the 
lumen of the right vertebral artery, which in this 
particular instance was nearly twice the size of the left 

illustrating again the occasional importance that 
discrepancy in size between the two vertebral arteries 
may assume when disease develops. Three ot the patients 
had no previous history whatever suggesting cerebral 
arteriosclerosis, and each died in coma developing 
in circumstances which led to circulatory failure. Stokes- 
Adams attacks, carbon-monoxide poisoning, and opera- 
tive hypotension were the precipitating factors in the 
3 cases. In the 4th patient symptoms due to intra- 
cranial infarction came on suddenly and apparently 
spontaneously. The necropsy findings in these 4 patients 
were identical in basic pattern. In each were found an 
infarct of one cerebral hemisphere and_ infarction 
(bilateral in 3 patients) of the cerebellum. The area 
infarcted in each case was either in or adjacent to the 
territory supplied by the superior cerebellar arteries 
in the cerebellum. In no case was the infarct associated 
with either occlusion or significant narrowing of the 
cerebellar or the basilar or the intracranial portion of the 
vertebral arteries. In all 4 cases the brain-stem, though 
no doubt the site of terminal ischemia, was free from 
frank infarction. 

The 4 patients of the second group are considered 
together because their history was one of progressive 
cerebral disease. Though other patients in the series 
showed a comparable severity of stenosis in the vessels 
of the neck, the clinical history and opportunity for 
personal investigation were not adequate in these to 
allow of any detailed interpretation. The findings in 
2 of the 4 patients were as follows : 

Case 3.—-A man, aged 70, complained throughout the 
summer of 1955, of constantly feeling tired and off colour. 
In September, 1955, his relations noted that he was a little 
forgetful, but the symptoms were so slight that they were 
put down to his advancing years. He remained in this state 
until April, 1956, when he was suddenly taken ill while on 
holiday. At this time he was confused and disoriented and 
showed distinct dysphasia. In addition to this there was 
an increase of the reflexes in the right arm and leg and a right 
lower facial weakness. Both plantar responses were extensor. 
He was admitted to hospital at this time. 

On admission his cerebrospinal fluid (C.s.F.) was normal 
both in composition and pressure. Electro-encephalography 
showed of a focal disturbance. Angiography 
of the left carotid artery revealed an occlusion just above 
the origin of the internal carotid artery. After this the clinical 
picture was most unusual. Although he was not apparently 
aware of his surroundings he constantly rotated to the left in 
bed, which movement persisted until his death six days later. 
Since it was still not certain that the underlying lesion was 
neither a subdural hematoma nor an infiltrating glioma, burr 
holes were made, and the underlying brain was seen to be 
infarcted. q 


no evidence 


Necropsy Findings 

The body was that of an obese man. Apart from the brain 
and vessels in the neck there were no significant pathological 
The aorta and coronary arteries were moderately 
atheromatous. 

Of the cerebral vessels (fig. 3) the internal carotid arteries 
were both occluded by atheroma and thrombus. On the left 
side the lesion was old and organised ; on the right it was 
The left vertebral artery was narrowed to a thin 
slit for its first 2cm. The lumen of the right vertebral artery 
was narrowed to half by an atheromatous plaque for 1 cm. 
from its origin. Throughout the rest of their course these 
normal. The intracranial vessels (except the 
left middle cerebral artery, where there was a plaque 1-5 cm. 
long which narrowed the lumen by half) were free from 
atheroma. 

The left cerebral hemisphere was infarcted in two areas : 
(1) the posterior half of the middle and inferior frontal gyri, 
involving the cortex and the gyral white matter; and (2) 
an area of 3.cm. by 2 in the parietal lobe similarly involving 


=cm., 
cortex and gyral white matter. On the right side there were 


changes. 


recent. 


arteries were 


also two areas of infarction, but here both were in the parietal 
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lobe, the more posterior extending to the junction of the 
parietal and the occpital lobes. The cerebellum and the 
brain-stem were normal. 


Case 10.—A man, aged 65, had been subject to twelve 
months’ progressive deterioration in memory and intellectual 
power, as a result of which he had to retire from his job a 
year before his retirement was due. From the onset of these 
symptoms his speech was slurred. Six months later he 
developed symptoms due to prostatic obstruction but, because 
of his mental state and severe old-standing bronchitis, was 
not operated on. His dementia progressed over the next 
six months, after which he was admitted to hospital for 
investigation. 

On admission he had blood-pressure 200/100 mm. Hg, 
prostate moderately enlarged, and blood-urea level 120 mg. 
per 100 ml. He was confused and disoriented, and his speech 
was slurred. His reflexes were increased in all four limbs, 
and both plantar responses were extensor. Radiography 
of his chest and skull and examination of his C.s.F. were 
normal. He remained demented and died three weeks later 
from bronchopneumonia. 


Necropsy Findings 

The body was that of a thin emaciated old man. The heart 
weighed 350 g., the left ventricle being hypertrophied. The 
coronary arteries were much stenosed by atheroma, but no 
myocardial infarction had taken place. Both kidneys were 
small (70 and 50 g.) owing to chronic pyelonephritis secondary 
to benign hypertrophy of the prostate. The other organs 
were not significantly abnormal. 

The internal carotid arteries were severely atheromatous 
at their sinuses; both were narrowed by half at this point. 
Elsewhere in these vessels only slight atheroma was present. 
The right vertebral artery was occluded at a point 1 cm. above 
its origin; the left, which was the larger, was severely 
stenosed for the first 5 cm. of its course. The intracranial 
vessels were free from disease. 

The brain showed a small infarct at the posterior end of the 
left inferior frontal gyrus. The basal ganglia of both sides 
contained several small old cysts, the result of earlier ischemia. 
An infarct, partly cystic, was found in the white matter of the 
right cerebellar hemisphere medial to and above the dentate 
nucleus. There was patchy necrosis of many cerebellar 
foliz in the territory of the right superior cerebellar artery. 


Discussion 


Certain points arising from the pathology of these 
cases require consideration. 

The common occurrence of infarction of the brain 
without occlusion of the intracranial vessels only con- 
firms the observations of many previous workers. It 
is worth emphasising, however, that in no case of cerebral 
infarction in this series—where both the carotid and the 
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vertebral arteries were examined throughout their 
length—was there any difficulty in providing a reason- 
able pathological interpretation for both the clinical 
phenomena and the distribution of infarction. 

We were surprised by the frequency of infarcts in the 
hind-brain, particularly in the cerebellum. One reason 
for this finding was, we feel, the practice of fixing the 
brain in formalin before it was examined, thus making 
the softened areas of non-htemorrhagic infarction easier 
to detect in the hardened brain. 

In most of the cases we have described the infarct 
did not involve the “ classical ”’ sites, such as the territory 
of the posterior inferior cerebellar artery. (Only 2 
of 18 infarcts of the hind-brain were of this type; in 
both of these cases the vertebral artery was atheromatous 
throughout its cervical course.) The territory of the 
superior cerebellar artery near the point of junction 
with the territory of the posterior inferior cerebellar 
artery was the commonest site for these infarcts. 
Theoretically it is this area and the distal areas of the 
occipital lobes which may be expected to suffer if the 
vertebral circulation fails. These areas, in terms of 
distance from the source of supply, are the counterparts 
pf the distal territory of the middle cerebral artery, 
in which we found infarction when the carotid arteries 
were occluded in the neck. 

Within the territory of the middle cerebral arteries 
we observed that the infarction was often incomplete, 
and that areas of necrosis lay adjacent to areas of 
relatively normal tissue within the affected area. This 
patchy distribution of infarction, where the site of the 
occlusion was proximal to the local vessel, was no doubt 
an expression of the inadequacy, in the final stages, 
of the collateral blood-supply. 

Examination of the vertebral artery in its cervical 
course, by revealing either occlusion or stenosis, provided 
the pathological basis for those hind-brain infarcts 
which occurred without occlusion of the cerebellar 
vessels within the skull. In 4 of the cases the infarction 
was bilateral and approximately symmetrical within 
the cerebellum ; in 3 others the infarct was unilateral. 
In addition infarction of the occipital lobes was present 
in 2 cases. In all these patients severe disease of the 
vertebral arteries in the neck was demonstrable, but 
in only 1 of them could the state of the cervical segment 
be deduced from the appearance of the intracranial 
portions of the artery. The midline structures—the 
pons, the medulla, and the spinal cord—escaped damage 
where the occlusions of the vertebral arteries were in the 
neck. It is a tribute to the efficiency of the circle of 
Willis as a collateral channel that it can maintain the 
blood-supply to the midline vital centres—in these 
circumstances an efficiency on which survival depends. 
In only 1 of these patients was the pons infarcted, and 
none of the 35 cervical cords was affected—surely 
surprising in the case of the cervical cord, where both 
vertebral arteries, the immediate source of supply 
in health, were often diseased or stenosed. No doubt the 
cord and brain-stem were the site of ischemia in the 
terminal stages in many cases. 

The circle of Willis is not always adequate to maintain 
the blood-supply to the hind-brain when the vertebral 
arteries are diseased. The necropsy findings in cases 18 
and 8 show conclusively that the brain may become 
infarcted as a result of occlusion of the vertebral arteries 
when the carotid arteries and the circle of Willis are 
patent and healthy. The clinical history of case 18 is of 
considerable interest because the intermittent sensory 
and motor symptoms, spread over six months, were in 
many ways similar to the episodic history sometimes 
observed in patients thought to have occlusion of the 
sarotid arteries. Very probably in this patient the site 


of production of the symptoms was either the brain- 
stem or the cervical cord. This may be the case in other 
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patients where similar complaints have been attributed 
to occlusion of the carotid artery alone. Our material 
shows that many such patients have also stenosis or 
occlusion of the vertebral arteries in their cervical 
portions. 

Atheroma affected the carotid arteries alone in 10 
patients. In no case of unilateral involvement did 
cerebral infarction follow ; in all the cases the vertebral 
arteries were patent. Moreover in case 16 at necropsy 
there was clear evidence of long-standing bilateral 
disease of the carotid arteries, and the only symptom 
noted by her relations before the terminal episode was 
occasional loss of memory. The final infarction was 
precipitated by accidental exposure to carbon monoxide. 
The pathological findings in this patient are of consider- 
able interest. Despite the patent vertebral arteries there 
was infarction of the cerebellum in the territory of the 
superior cerebellar artery in addition to the infarct of 
the cerebrum. The posterior communicating artery on the 
same side was almost completely occluded by atheroma. 
The escape of the tegmentum and the cerebellum in 
cases of basilar thrombosis has been explained, after 
the work of Critchley and Schuster (1933) and Biemond 
(1951), by the collateral circulation through the posterior 
communicating and the posterior cerebral arteries. The 
findings in case 16 not only support this explanation 
but also suggest that the territory of the superior cere- 
bellar artery may partly depend on the carotid circulation 
even in health. 

In our series the commonest condition of the major 
vessels of the neck was for all to be affected by atheroma, 
as we found in 23 cases. Ih 4 of the cases, which were 
fully studied, the clinical history was one of slowly 
progressive cerebral disease. Although in 2 patients there 
was a history of intermittent episodes, no single feature 
of the clinical history pointed clearly to the diagnosis 
of vascular disease alone. In 3 patients it was necessary 
to resort to special radiographic techniques to establish 
the diagnosis. In the 4 cases the pathological findings 
were essentially the same—i.e., a severe stenosis caused 
by atheroma of all four major vessels in the neck. In 
contrast the intracranial vessels were in each case free 
from atheroma, although in 2 of the cases the final 
infarction of the cerebrum was associated with extension 
of the thrombus from the carotid artery into the middle 
cerebral artery. 

Therefore we feel that this clinical picture should be 
regarded as an expression of progressive diminution 
of the total cerebral blood-flow owing to stenosis of the 
cervical portions of the major vessels to the brain. 
For this reason we suggest the term ‘‘ carotico-vertebral 
stenosis’ for these cases; to call them examples of 
internal-carotid occlusion places undue emphasis on the 
part played by occlusion of a ‘single artery in the pro- 
duction of the symptoms. 

A gradual diminution of the cerebral blood-flow 
alone cannot reasonably be held to explain the episodes 
of sensory and motor dysfunction which may be a 
feature of the clinical history. The common occurrence 
of small hemorrhages in the walls of the carotid artery, 
within the plaques of atheroma, has already been noted 
(Yates 1954). We have suggested elsewhere (Hutchinson 
and Yates 1956) that the sudden development of one of 
these hemorrhages in the coat of the artery may be a 
factor in initiating these transient episodes. Other 
factors—e.g., variations in the blood-pressure—may 
also play a part in disturbing the precarious balance 
of the already impaired cerebral blood-flow. 

A sudden fall in the blood-pressure was almost certainly 
responsible for the development of terminal infarction 
in a further group of 4 cases. In 3 of them massive wide- 
spread infarction of the cerebrum and the cerebellum 
followed stenosis of the carotid and vertebral arteries 
associated with circulatory failure. Probably these 


ORIGINAL 


8 THE LANCET] 


patients, since they were free from any clinical sign of 
cerebrovascular disease, would later have presented a 
clinical picture of what we have designated ‘‘ carotico- 
vertebral stenosis.’’ They emphasise one of the dangers 
of hypotension in the aged. 

Finally, we feel that the recognition of the atheroma 
confined to the extracranial portions of the major vessels 
of the brain has more than a theoretical interest. Since 
the intracranial vessels may well be normal or, at the 
most, the site of a minimal atheroma, surgical replace- 
ment of one or other of the vessels in the neck would be 


useful and logical. That surgery may successfully 
accomplish this is shown by the case reported by 


Easteott et al. (1954). Such an advance offers hope that 
the early diagnosis of patients in this group may lead to 
progress in the treatment of the patient with ‘* cerebral 
arteriosclerosis.’ 

Summary 

The cerebrovascular tree, including the whole length 
of the vertebral and carotid arteries, was examined in 
83 patients considered to have died of cerebrovascular 
disease. 

In these arteries occlusion or severe atheromatous 
stenosis of the cervical segments was common. 

A clinical syndrome and a pattern of infarction are 
reported where the vertebral arteries alone were diseased. 

Stenosis of the cervical portion of the vertebral 
arteries plays an important part in the clinical picture 
previously attributed to occlusion of the internal carotid 
arteries. The term ‘“ carotico-vertebral stenosis’’ is 
suggested as a more appropriate title for this syndrome. 

A surprising severity of disease of the extracranial, 
in contrast to the intracranial, cerebral arteries was 
noted in many patients. The hope is expressed that, 
by the early clinical recognition of such cases, surgical 
replacement of diseased segments of the internal carotid 
arteries might, by improving the total blood-flow to the 
brain, prove useful. 

We wish to thank Prof. A. C. P. Campbell and Dr. Fergus R. 
Ferguson for their helpful criticism ; Miss D. Davison and 
Mr. E. G. Smith for drawings of specimens ; Mr. W. Beech, 
Miss R. Davidson, and Mr. G. Lamb for technical assistance ; 
and Mr. R. T. Johnson and Dr. G. E. Smyth for the clinical 
details of case 3. 
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. We have preached the sermon of simplicity so long 
that we have tended to ignore the fault into which we have 
been drawn of stripping the language clean to a degree that 
nothing in spots, but the bones. records are 
made to read like telegrams, and into the intercellular sub 
stance of our modern more or less technical writing, even as 
in the pronouncements polities, where it matters 
abbreviations trickle from the moving fountain pen like water 
dribbling from a leaky faucet. It implies a degree of pre- 
sumptuousness on the part of the author, an expectation that 
because a certain combination of initials means something to 
him, it must mean the same to all. . . . The scientific culture 
of the day seems to be impelled by a sense of urgency in the 
delivery of its messages, but one need scarcely recognize in it 
the urgency that must have inspired the abbreviations used 
by the hieroglyphic author of a former day trying to get a 
short article off to his editor by the afternoon bullock cart. 

. Verbosity is a fault but so is cryptogrammic abbreviation. 
Midway lies clear and incisive language, confusing neither by 
the use of unnecessary words nor by the omission or mutilation 
of Dr. JoserpH GarLanp, Int. Rec. Med. 


shows, Case 


ot less, 


necessary ones. 


November, 1956, p. 707. 
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TREATMENT OF ACUTE SORE THROAT 
WITH PENICILLIN 
A CONTROLLED TRIAL IN YOUNG 
W. Brumritt * 
M.B. Lond., M.R.C.P. 
LATE CAPTAIN R.A.M.C. 
J. D. H. Suater 
B.A., M.B. Camb., M.R.C.P. 
LATE 


SOLDIERS 


CAPTAIN R.A.M.C. 
the Cambridge Military Hospital and the Southern 


Command (Leishman) Laboratory, Aldershot, Hants 


From 


AcuTE sore throat is one of the most common com- 
plaints in medical practice today. Although short-lived, 
it is important because serious disease such as rheumatic 
fever or acute nephritis may follow streptococcal infec- 
tions of the throat. Under Service conditions in the 
United Kingdom cases of acute sore throat with 
fever are usually admitted to hospital instead of 
being treated in barracks. Since, in civilian practice, 
such patients are treated at home, a unique opportunity 
arises in military hospitals for the study of this 
complaint. 

Exudative pharyngitis is often regarded as being 
caused by the hemolytic streptococcus without bacterio- 
logical confirmation and is consequently treated with 
penicillin, other antibiotics, or sulphonamides. In many 
such cases, however, no streptococci are found on 
bacteriological examination (Commission on Acute Res- 
piratory Diseases 1944); so there is no specific need for 
penicillin. Furthermore there is the risk of inducing 
penicillin sensitivity ; and the work of Brown (1948, 
1956) indicates that this is not negligible. 

We have conducted a controlled therapeutic trial to 
see whether it is reasonable to exhibit penicillin routinely 
to all patients with acute pyrexial sore throat without 
previous bacteriological identification of the infecting 
organism. We describe here the effect of four days’ treat- 
ment with intramuscular penicillin on the clinical course 
and complications of acute sore throat, on the subsequent 
increase of streptococcal antibody in the serum, and ou 
the convalescent carrier-rate of 8-hemolytic streptococci. 


Material 


Between March and May, 1955, and September and 
December, 1955, 352 patients with infection of the upper 
respiratory tract were admitted to the Cambridge 
Military Hospital, Aldershot. This is the expected number 
and indicates endemic disease. Almost all of these 
patients were National Servicemen, aged 18-21, under- 
going military training. Our cases were derived from 
these according to the following clinical criteria : 

(1) The primary complaint was sore throat. 

(2) Pyrexia was present (100-3°F on any one occasion or 
99-3°F on two or more occasions within twenty-four hours). 

(3) Admission was within seventy-two hours of the onset 
of sore throat. 

(4) There was no clinical evidence of more generalised 
disease of which sore throat may only have been a coincident 
feature (e.g., glandular fever). 


So that the investigation should be as uniform as 
possible, the clinical and pathological investigations were 
made entirely by us. The patients’ signs and symptoms 
were assessed clinically every morning on a special chart. 
Each patient was asked whether or not his throat felt 
sore, and his answer was recorded. The degree of redness 
and the amount of tissue swelling seen in the throat 
* Present address: Wright-Fleming Institute, St. Mary’s 
Hospital Medical School, London, W.2. 
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COMPARISON OF TREATMENT GROUPS AT START OF 
PENICILLIN THERAPY 


TABLE I- 


Streptococcal Non-streptococcal 


Non- 

specific 
treatment 
(40 case 8) 


Mean duration of sore 


Non- 
specific 
treatment 
(19 cases) 


Penicillin 
treatment 
(20 cases) 


Penicillin 
treatment 
(42 cases) 


throat before admis- 

sion (days) .. is 1-5 1:3 2-2 1-6 
Mean initial tempera- 

ture (°F) e- ‘ 101-6 101-8 100-8 100-6 
Mean initial white-cell 

count (per c.mm.) 14,400 14,000 13,170 11,100 
Perce alan ases with 

exudate 79 79 60 75 
Percentage of cases with 

tonsillectomy . 7 13 21 10 
Percentage of poms nts 

aged 17-21 yr 80 82 75 85 


(abnormal injection), the presence or absence of faucial 
or pharyngeal exudate, and the size of the cervical 
lymph-nodes were likewise recorded in a crudely quanti- 
tative way. These daily assessments continued until the 
patient was discharged from hospital. The oral tem- 
perature was recorded twice a day at standard times. A 
swab from fauces and pharynx was obtained under 
direct vision by one of us on each day that the patient 
yas retained in hospital, except Sundays. The swabs 
were immediately inoculated on to two plain horse-blood- 
agar plates, one of which was incubated anaerobically. 
In addition the swab was inoculated on to a gentian- 
violet blood-agar plate and on to Hoyle’s medium. The 
various bacterial colonies were assessed quantitatively 
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Fig. |—Effect of penicillin on duration of subjective soreness of throat 
in streptococcal cases. 

Total.and differential white-cell 

third, and fifth 


after overnight culture. 
counts were made at noon on the first, 
days after admission. 

The patients were recalled three or four weeks after 
discharge, when they were questioned about recurrence 
of sore throat and about any symptoms suggesting either 
rheumatic fever or acute nephritis. A throat swab and a 
specimen of serum were obtained. Antistreptolysin-O 


TABLE 


Streptococcal 


Mean . 
difference Standard 
(days) error 
Duration of sore throat 0-81 +0-32 
Duration of pyrexia . hit i 0-95 +0-°28 
Duration of abnormal injection 0-98 +0°39 
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titres of the acute and convalescent sera were estimated 
in most cases by Dr. R. M. Fry, of the Public Health 
Laboratory, Cambridge. A Paul-Bunnell screening test 
was made on each specimen of serum. When Lancefield 
group-A streptococci were recovered from the throat 
after three days’ treatment with penicillin, the sensitivity 
of the organism to penicillin was tested. 

Treatment.—A special ward was set aside for treating 
these patients only. Whether or not the patient received 
penicillin was governed by predetermined labelling of his 
allotted bed. The choice of bed for any particular patient 
was determined by administrative factors beyond our 
control, and the physici ian making the clinical assessments 
was usually unaware of the treatment. Patients receiving 
penicillin were given a combination of procaine penicillin 
300,000 units and crystalline penicillin 100,000 units 
(‘ Seclopen ’ 1 ml.) twice daily for four days, irrespective 
of clinical progress. Both groups received aspirin gargles 
at six-hour intervals (mistura acidi acetylsalicylici B.P.C. 
1/, fl. oz.). All the patients were treated in bed until their 
temperature had been normal for twenty-four hours. 
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Fig. 2—Effect of penicillin on duration of injection (cedema + redness) 
of throat in streptococcal cases. 


Results 
121 consecutive patients satisfying the criteria described 
above were admitted to the trial. 
For purposes of analysis they were divided retro- 
spectively into two groups according to the bacterial 
flora of the throat : 


(1) Those showing a predominant (60 cases) or a light (22 
cases) growth of Lancefield group-A streptococci on initial 
culture. 

(2) Those from whom group-A streptococci were not 
isolated (39 cases). In 9 of these cases a light growth of 
hemolytic streptococci not belonging to Lancefield group A 
was obtained ; the remaining 30 showed a normal bacterial 


flora. 
These two subdivisions will be referred to as the 
streptococcal and non-streptococcal groups, but we 


emphasise that the distinction depends entirely on 
whether or not group-A streptococci were isolated on 
initial culture. We do not mean to imply that strepto- 
cocci were necessarily responsible for the illness. 

Each of these groups was further subdivided according 
to whether or not penicillin was given, the division being 
TS WITH AND WITHOUT 
IN THROAT 


Non-streptococcal 


foti Mean , lalate 
ignifeasce | @lfleronce | Stenoerd | igatiioance 
Significant . #3 | 042 +031 | Notsignificant 
Highly significant 0-21 t0-43 Not significant 
Significant 1-30 + 0-66 Not significant 
























10 ‘THE LANCET] 
» 100 7 
nm 
S 
R< 80 4 
a 
a2 
Sx 60 Non-specific 7 
wy & 
6 ‘ 
<= 40+ \ 4 
2 s = 
& Penicillin’s 
~ therapy 
Oo 4 rn fe aeneeses an 


1 2 3 4 5 6 7 
DAYS 


Fig. 3—Effect of penicillin on duration of pyrexia in streptococcal 
cases. 


governed by random selection as described above. In 
this way it was possible to assess the effect of penicillin 
in cases with and cases without a growth of group-A 
streptococci on initial culture. 

Comparison of Treatment Growps.—In table 1 specified 
clinical features are compared between the treatment 
groups. It will be seen that the streptococcal cases on 
admission were reasonably uniform, whereas fairly 
large differences due to chance arose between the 
non-streptococcal treatment groups. 

Duration of of Throat.—The answers 
received in the streptococcal group are summarised in 


** Soreness” 


fig. 1. The shorter duration of sore throat in those given 
penicillin is statistically significant; this is shown 
in¥table u. The difference between the two treat- 
ment groups in the non-streptococeal cases is not 
significant. 

Duration of Abnormal Injection of Throat.—The 


results in the streptococcal group are given in fig. 2, 
which shows 
that penicillin 
reduced the 
duration of 
abnormal 
injection of the 
throat in those 
harbouring 
streptococci. 
The difference 
between the 
two treatment 
groups in the 
non-strepto- 
coceal cases is 
not significant 
(table 11). 


Duration of Pyrexia.—The results (figs. 3 and 4) show 
quite clearly that penicillin reduces the duration of 
pyrexia by about twenty-four hours in those with 
group-A streptococci in the throat, whereas it has no 
effect in the absence of these organisms. 
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Fig. 4—Effect of penicillin on duration of pyrexia 
in non-streptococcal cases. 


Duration of Leucocytosis.—Fig. 5 shows the effect of 
penicillin on the duration of leucocytosis (11,000 or more 
white cells per c.mm.) in the streptococcal group. It will 
be seen that 50% of those receiving only aspirin gargles 
still had abnormal counts on the third day, compared 
with 15% of those receiving penicillin. Owing to the 
small numbers no definite statement can be made about 
the non-streptococcal cases; but, at least, this gross 
difference on the third day was not seen. 


(ntistreptolysin-O Titre.—The.results are summarised 
in table 11. Surprisingly only 5 cases (16-7%) from the 


untreated streptococcal group showed a significant rise. 
Only 1 case from the streptococcal group treated with 
penicillin showed a similar rise. 
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Acute and Convalescent Carrier-rate of Group-A 
Streptococci.—Fig. 6 shows the proportion of patients 
from whom group-A streptococci were isolated in hospital 
and during convalescence. It will be seen that a four-day 
course of intramuscular penicillin in adequate dosage 
did not eradicate the hemolytic streptococcus from the 
throat in all the cases. By the ninth day (four days after 
the end of penicillin therapy) 40°% of the patients treated 
with penicillin produced group-A streptococci, and 
during convalescence (three or four weeks later) there was 
no difference between the two treatment groups. A 
penicillin sensitivity test was done in those cases showing 
a growth of the organism on the third day after admission, 
and in no case were resistant strains of group-A 
streptococci found. 

Complications Following Admission.—There was one 
mild recurrence of sore throat after discharge from hos- 
pital among the streptococcal cases treated with penicillin. 
No other complications developed after admission in any 
of the four groups, and there was no case of acute 
nephritis, acute rheumatism, or chorea. 
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coceal origin. In 
practice, owing to 
the difficulties and 
delay in obtaining 
bacteriological 
confirmation of a diagnosis of streptococcal sore 
throat, many cases are treated with antibiotics or with 
sulphonamides on the basis of clinical diagnosis alone ; 
but the possibility of accurately diagnosing streptococcal 
sore throat clinically has been disputed. 


Fig. 5—Effect of penicillin on duration of 
leucocytosis (11,000 or more white cells 
per c.mm.) in streptococcal cases. 


Rantz et al. (1946) found that they could predict with an 
accuracy of 70°, whether or not streptococci would be 
recovered from a throat swab, and the work of Breese and 
Disney (1954) supports this. 

On the other hand, in this country Landsman et al. (1951), 
Bishop et al. (1952), and Chapple et al. (1956) could not 
separate streptococcal and non-streptococcal varieties of acute 
sore throat. 


We too have found the diagnosis difficult ; and, like 
the Commission on Acute Respiratory Diseases (1944, 
1945, 1947), observed many cases of sore throat and 
pyrexia of abrupt onset with dysphagia and pharyngeal 


TABLE IlI-—-EFFECT OF PENICILLIN ON INCREASE OF STREPTO- 
COCCAL ANTIBODY (ANTISTREPTOLYSIN-O) AMONG STREPTO- 
COCCAL AND AMONG NON-STREPTOCOCCAL CASES 


No. of cases 


Streptococcal Non-streptococcal 


epic Penicillin NOW. Penicillin 
treatment ‘eatment treatment , eatment 
2-tube increase 5 (16-7 %) 1 (3-3%) 1 0 
l-tube increase .. 5 13 3 2 
No increase or de- 
crease .. * 20 16 11 11 
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Fig. 6—Effect of penicillin on proportion of patients from whom 
group-A streptococci were isolated on successive days after admission 
and at follow-up three to four weeks later. 


exudate from which streptococci could not be isolated 
although repeated attempts were made to do so. 

Because of this difficulty in confidently diagnosing 
streptococcal sore throat without bacteriological aid we 
decided that it would be useful if all cases of acute sore 
throat satisfying our criteria (see above) were included 
in the trial. In this way it is possible to compare the 
effect of penicillin therapy in those with and those 
without pathogenic streptococci in the throat. 

Intramuscular penicillin, rather than oral antibiotics 
and sulphonamides, was chosen for assessment because 
(1) it is commonly used in practice for this complaint, 
and (2) it is generally regarded as the most efficient form 
of therapy for streptococcal sore throat (Denny et al. 
1953). 

Streptococci were isolated from 82 (66%) of the 121 
cases in the trial. We must emphasise, however, that the 
so-called streptococcal] and non-streptococcal groups are 
not #xtiologically homogeneous, and that, even in those 
cases from which a predominant growth of group-A 
streptococci was isolated, the streptococcus could not be 
implicated with certainty as the cause of the initial 
illness (Commission on Acute Respiratory Diseases 
1944, 1947). Nevertheless the results seem to justify 
this somewhat arbitrary and broad division into 
streptococcal and non-streptococcal cases on the basis of 
bacteriological findings. 

The effect of penicillin on the symptoms and signs of 
the acute disease corresponds to the findings of Denny 
et al. (1953), who were also studying young men, and of 
Bennike et al. (1951), who investigated patients in all 
age-groups. Like ours, both these series were treated 
in hospital. 

We find that the most striking effect of penicillin 
among those from whom hemolytic streptococci were 
isolated was the reduction in duration of pyrexia and of 
leucocytosis (figs. 3 and 5). This agrees with our clinical 
impression that the patients treated with penicillin felt 
better more quickly. The duration of sore throat was also 
shortened ; but, like the reduction in @dema and injec- 
tion, the effect was not so great (figs. 1 and 2). Owing to 
the small size of the sample no definite statement can be 
made about the non-streptococcal cases. The fact, how- 
ever, that there was no difference in the duration of 
pyrexia between the two non-streptococcal treatment 
groups suggests that penicillin therapy is unlikely to 
affect an acute sore throat unless streptococci are 
isolated. 

As regards the convalescent carrier-rate of group-A 
streptococci, our findings seem to differ from those 
of Denny et al. (1953), who found a 10% convalescent 
carrier-rate after a five-day course of intramuscular 
penicillin. Their results refer to streptococci of the same 
type as those isolated during the acute illness. Even 


ORIGINAL 


ARTICLES {[san. 5, 1957 1] 
lower figures were obtained by Bennike et al. (1951) 
after a six-day course of penicillin. Our findings are 
based on a four-day course of penicillin, which was 
followed by a convalescent carrier-rate of group-A 
streptococci practically identical with that of the 
untreated group. Wannamaker et al. (1953) found that 
a ten-day course of intramuscular penicillin was the 
only reliable way of eliminating streptococci from the 
throat. 

The real importance of acute sore throat is the risk 
of subsequent rheumatic fever or of .acute nephritis. 
Rammelkamp et al. (1952), studying the effect of epi- 
demic exudative tonsillitis in young airmen, found that, 
if typable group-A streptococci were isolated, the risk 
of subsequently developing rheumatic fever was about 
3%. Our experience, in this country, of more than 300 
soldiers of a similar age with endemic exudative tonsillitis 
from whom group-A streptococci were grown, suggests 
that the risk of developing an initial attack of rheumatic 
fever is less than 1%, even in the absence of antibiotic 
treatment (unpublished). 

Catanzaro et al. (1954) have shown that rheumatic 
fever is not prevented unless the hemolytic streptococcus 
is eradicated from the throat, whatever the increase of 
streptococcal antibody in the serum. Therefore, if 
penicillin is being used as a prophylactic against rheu- 
matic fever, a four-day course is of doubtful value. 

Therefore intramuscular penicillin will only be useful in 
cases of acute sore throat with pyrexia if hemolytic 
streptococci are present. A four-day course will shorten 
the duration of symptoms by about twenty-four hours. 
No other beneficial effect can be expected, and the risk 
of inducing drug sensitivity must be carefully considered. 


Summary 

A controlled trial to assess the effect of a four-day 
course of intramuscular penicillin in acute sore throat 
with pyrexia is described. 

Penicillin reduced the duration of the illness by 
about twenty-four hours only if Lancefield group-A 
streptococci were isolated. 

Although penicillin suppressed a rise in antistrepto- 
lysin-O titre (which took place in a sixth of the cases not 
treated with penicillin), a four-day-course of penicillin 
did not affect the convalescent carrier-rate of hemolytic 
streptococci. 


We are indebted to Prof. R. Cruickshank for his constant 
advice and encouragement and to Colonel W. R. C. Spicer 
and Lieutenant-Colonel J. A. G. Carmichael, whose interest 
and coéperation made the investigation possible. Our results 
were analysed with the help of Mr. D. T. Beeston, B.sc., of 
the Army Medical Directorate (Statistics). 
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PAIN IN THE LOWER LIMB AFTER 
SYMPATHECTOMY 


G. D. Tracy 


M.B. Sydney, F.R.C.S. 
LINICAL RESEARCH ASSISTANT, SURGICAL PROFESSORIAL UNIT 
B. CocketTtT 
M.S. Lond., F.R.C.S. 
SURGEON 
ST. THOMAS’S HOSPITAL, LONDON 
Since Royle (1924) described the technique of lumbar 


sympathectomy for spastic conditions, and made the 
incidental observation that the limbs became warm when 
deprived of their sympathetic supply, the operation has 
come to occupy an established place in the treatment of 
certain vascular disorders of the lower limb. 

Lumbar sympathectomy has been shown to have the 
following beneficial results : 

(1) Reduction of vasomotor tone, leading to increased 
blood-flow, especially to the skin and foot. This may be 
effective in increasing the collateral circulation in oblitera- 


tive arterial disease ; in improving the skin nutrition 
in an ischemic limb, so that ischemic ulceration may 
heal; and in reducing the vasospastic component of 


certain peripheral vascular diseases (particularly those 
wsociated with Raynaud’s phenomenon). 

(2) A decrease in response to injurious environmental 
factors such as cold. Thus the operation is effective in 
severe cryopathies—e.g., conditions such as chronic 
pernio or erythrocyanosis frigida. 

(3) Elimination of sweating, especially of the foot. 
In this way severe hyperhidrosis can be relieved. 

(4) Improvement in some patients with otherwise 
intractable causalgia. There is no agreement as to how 
this result is produced. 

Certain complications have also been described (Ross 
1935). These include troublesome dryness of the skin 
in the area affected by the operation, excessive sweating 
above it, and pain. In this paper we describe the clinical 
features of the pain together with the results of studies 
made on a small series of cases, and discuss its possible 
cause. 
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Fig. !—Skin-resistance pattern after left 
The darkest areas are those of lowest resistance (highest sudomotor 
activity). 
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Investigation 

The cases of post-sympathectomy pain examined 
comprise those seen in the twelve months preceding 
May, 1956, in the surgical professorial unit of St. Thomas’s 
Hospital. During that year 51 lumbar sympathectomies 
were carried out in 42 patients by members of the surgical 
unit. Pain after operation was observed in 9 extremities 
(7 patients). 

In each case the operation was performed through an 
anterolateral extraperitoneal incision and removal of 
the ganglionated trunk was confirmed by histological 
section. The aim of the operation was to excise the 
paravertebral trunk from the sides of the second to the 
fourth lumbar vertebre. 


Clinical Features of Post-sympathectomy Pain 

The clinical features were remarkably similar in each 
of the 7 patients. The most constant feature was a latent 
period until the tenth to the seventeenth postoperative 
day, when the pain appeared. By this time the patients 
had all been discharged from hospital. The onset was 
sudden, the pain becoming severe and unremitting 
in some cases, and always worst at night. In each case 
the pain had an identical distribution to the anterior 
parts of the thigh down to the knee, and corresponding 
quite closely to the distribution of the first and second 
lumbar dermatomes. 

The pain was associated with marked hyperesthesia, 
and relief was not obtained with aspirin and codeine. 
In 2 cases pethidine had to be given. Some patients had 
sleepless nights for as long as three weeks, after which 
the pain usually began to abate. 

Physical examination revealed hyperesthesia to light 
touch in the affected areas, with cool, moist skin, but 
with no sensory loss or other evidence of somatic nerve 
damage. 

Spontaneous remission occurred in all cases but 1. 
1 patient whose pain was very severe had relief over- 
night after seventeen days. With the others the pain 
subsided more gradually, taking from ten to sixteen 


weeks to disappear. In 1 patient the pain is still present, 
though less severe, after five 


and a half months. 





b 





Fig. 2—Skin-resistance pattern in a patient with p y 
pain. Note the increased sudomotor activity over the area where the 
pain is felt. 
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SKIN RESISTANCE READINGS OVER THIGH 


—— Foot (in 
Thigh shaded area) 
(Dermohmeter units) 


Normal — ea — ea 5-15 25-50 


or 
(10) (40) 

Lumbar sympathectomy (no pain) 5-25 0 
(12) 

Post-sympathectomy pain an 25-50 0 


(30 approx.) 


This gives the range of values with the approximate average in 
each group in parentheses. 1 of the 6 sensitivities was always 
selected to give a maximum deflection on the normal foot. 


Thus the duration of the pain may be summarised as 
follows : 


(1) Onset after a latent period of ten to seventeen days. 
(2) Spontaneous remission (occasionally with dramatic 
suddenness) after ten to sixteen weeks. 


Sudomotor Activity 

The technique of measurement of the electrical resist- 
ance of the skin, developed by Richter (1947 et seq.), 
was used to study these patients. Richter and others 
have shown that the electrical resistance of the skin 
depends upon sweat-gland activity and not on vasomotor 
or other physiological changes. A puncture in the skin 
or an abrasion reduces the resistance almost to zero. 
This test was selected as those which depend on blood- 
flow are subject to variable factors other than sympa- 
thetic activity, and cannot give information abowt the 
segmental distribution of sympathetic denervation. 

A small portable dermohmeter was used which is similar 
to the modification of Richter’s apparatus described by 
Jasper and Robb (1945). It consists of a microammeter, 
range 1 to 50 (with a deflecting needle to prevent overload) 
connected to nine 1'/,-volt batteries arranged in series, with 
a rotary switch providing six sensitivities. The switch can 
be adjusted to obtain a large-scale deflection of the meter 
in areas of normal sudomotor activity. This was found to 
permit clear demarcation of the denervated zones without 
the use of a specially warmed environment to induce sweating. 


Skin-resistance measurements were carried out on 
all of the patients with post-sympathectomy pain except 
the first, and to establish a basis for comparison with 
these and other recorded patterns of skin resistance 
following sympathectomy, measurements were recorded 
from 19 normal limbs and from 16 limbs of patients 
who had undergone lumbar sympathectomy at times 
varying from several days to eleven years before, and 
who had not suffered the typical pain. 

Normal limbs.—The pattern of skin resistance in the 
normal lower limb (figs. 1 and 2, right leg) was found 
to be as described by Richter and others, with maximal 
readings (indicating lowest resistance) on the sole of the 
foot, especially the toes where sudomotor activity is 
greatest. 

Sympathectomised limbs without pain.—The usual 
pattern following lumbar sympathectomy is shown in 
fig. 1 (left leg) where the areas shaded darkest represent 
zones of greatest sudomotor activity. In the unshaded 
areas this is zero. In each case except 1 in which denerva- 
tion appeared to be complete, sudomotor activity was 
found to persist in the anterior part of the thigh in the 
area coinciding with the first two lumbar dermatomes. 
In 2 instances, readings slightly higher than those on the 
normal side suggest slight increase in sweating in this 
zone. 

The residual area of sudomotor activity following 
lumbar sympathectomy was noticed by Richter (1947). 
Ray and Console (1948) found the same residual area 
in every one of a series of ‘‘ total’’ sympathectomies, 
from the stellate ganglion to the sacral trunk. They 
found that it was abolished after rhizotomy of the 
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anterior roots of T12, L1 and L2, and described a tech- 
nique combining this rhizotomy with lumbar ganglion- 
ectomy, which was said to produce complete sympathetic 
denervation without demonstrable motor weakness 
in the limb. 

A possible explanation for this phenomenon of residual 
sympathetic activity following lumbar sympathectomy 
has been provided by Kuntz (1950) who showed in 
anatomical dissections the presence of accessory ganglia 
in the anterior nerve-roots of the upper lumbar segments, 
thus providing a pathway that by-passes the para- 
vertebral trunk. These accessory onde had previously 
been described by Wrete (1934) and Skoog (1947). 

Sympathectomised limbs with pain.—In the 8 limbs 
examined with post-sympathectomy pain, considerably 
increased sweating was discovered in the area of distribution 
of the pain, compared to the normal side and compared 
to the sympathectomised but pain-free limb (fig. 2). 
We could find no previous reference to this observation. 


Discussion 

Post-sympathectomy pain is a distinct entity— 
not to be confused with wound pain or with persistence 
of pain which was present before operation. Although 
it is well known, scant reference to it can be found in 
the English literature. 

Cohen (1953), referring to it as an “all too common 
complaint,’’ describes as characteristic features the 
onset about the tenth postoperative day, worsening 
at night, with hyperesthesia of the thigh and clearing 
within three to six weeks, ‘* occasionally lasting months.”’ 
Ross (1935) mentions it briefly, and Martin et al. (1956) 
state that ‘‘ the cause is not clear but it occurs in about 
12% of cases.’’ 

Several possible reasons for this pain have been 
suggested (Simeone 1956) including : 

(1) Traction on the lumbar roots (Cohen). 

(2) Degeneration of sympathetic nerve-fibres causing 
root irritation. 

(3) Traumatic neuritis of the genito-femoral nerve, which 
lies close to the sympathetic trunk. 

(4) The presence of afferent fibres from the limb in the 
sympathetic trunk causing referred pain. 

None of these explanations seem adequate for the 
pain seen in our small group of pafients. The following 
factors appear to be significant : 

(1) The syndrome seems to be peculiar to the operation 
of sympathectomy, and is not seen after other operations 
in which somatic nerves may be injured. 

(2) The pain is constantly distributed to the front of the 
thigh in the first two lumbar dermatomes. 

(3) Residual sympathetic activity is always found in this 
area after a lumbar sympathectomy. This is possibly due to 
the presence of accessory sympathetic ganglia, which occur 
even in cases without pain, in the anterior roots of L1 mainly 
but also in T12 and L2. 

(4) Greatly increased sympathetic activity in this area 
when it is the site of pain has been demonstrated in our 
observations. 

Other writers (Ross 1935, Grimson et al. 1949) have 
referred to active sweating in other areas following 
sympathectomy, which may be an attempt to compensate 
for partial loss of sudomotor activity. This is not always 
seen, and its relation,to the increased sweating we have 
found in this small group with pain is a matter for 
conjecture. 

Summary 

The clinical features of post-sympathectomy pain 
following lumbar sympathectomy are described. 

The results of studies carried out on 9 limbs with 
such pain following 51 lumbar sympathectomies are 
described. 

The new observation has been made that sudo- 
motor activity is considerably increased over the area 
in the thigh where the pain is felt. 
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CONGENITAL hyperthyroidism is rare, and all the 


reported cases have been the offspring of mothers who 
were thyrotoxic during pregnancy or had been treated for 
hyperthyroidism within a few years previously (White 
1912, Margetts 1950, Fischer 1951, Jirsové and Brychnac 
1953, Koerner 1954, Skelton and Gans 1955). 

Juvenile hyperthyroidism is also uncommon. Symp- 
toms may date from the first few months of life and 
persist for many years (Ellis 1935). Koerner in 1954 was 
able to find only ten reports of hyperthyroidism in infants 
under 1 year of age, and McClintock et al. 
(1956) had only one child below the age of 3 
years in their own Cattell (1949) 
found that, of all cases of Graves’s disease, only 
about 1°, oceurred in children of 13 years or 


series. 


less. 

We report here a further case of true con- 
genital hyperthyroidism, once again the off- 
spring of a mother with thyroid disease, 


Case-report 
The child’s mother, a woman of 25, had three 
normal children, the third being born in February, 
1954. At the end of the same year she developed 
symptoms of hyperthyroidism 
irritability, 


tiredness, nervous- 
ness and hunger, of 
weight, prominence of her eyes, and enlargement of 
her thyroid gland. Partial thyroidectomy was per- 
formed in February, 1955. She apparently made a 


sweating, loss 





satisfactory recovery and, for about 9 months, felt 
well without any of the symptoms which had 
previously troubled her 

Her child, a boy, was born on Jan. 19, 1956. The 
mother was “only fairly well’’ during her preg- 
nancy and felt that her eyes had again become 
prominent. She became emotional and nervous but 


denied many of the symptoms of which she had 


previously complained, Fig. 1—! 
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The infant was delivered at home by a midwife two weeks 
prematurely and weighed at birth 6 lb. The midwife noted 
that the baby was limp and cyanosed and had bulging eyes. 
He improved slowly, and about 6 hours later sucked vigorously 
when put to the breast. Thereafter he was always hungry, 
requiring 2-hourly feeding; but as the doctor did not wish 
the mother to breast-feed him, he was given ‘ Ostermilk no. 1.’ 
It was estimated that in the second week of life he was receiv - 
ing nearly 70 calories per lb. of body-weight daily. Despite 
this he did not sleep at night. He was never jaundiced, but 
his mother noticed that his skin was very red and marked 
easily. His bowels moved six to eight times daily, the motions 
being greenish. On the day before admission his mother noted 
for the first time that he was easily startled and “ always 
moving.’’ She also thought that his eyes were rather wide and 
staring. He sweated freely. His family doctor referred him 
to the Royal Hospital for Sick Children, Edinburgh, on 
Feb. 11 because of enlargement of his thyroid gland and 
failure to gain weight. 


Condition on Admission 

The baby was very thin (weight 6 Ib. 1 oz.). There was 
marked bilateral lid retraction and a suggestion of proptosis 
(figs. 1 and 2). The skin was warm and moist, and dermato- 
graphia was easily demonstrated. He was very alert and 
hyperactive, with increased muscle tone and an exaggerated 
response to noise and other stimuli. He had a pulse-rate of 
176. His systolic blood-pressure was 75 mm. Hg (flush 
method). His thyroid was diffusely enlarged, but no vascular 
bruit was heard on auscultation over the gland. Systematic 
examination was otherwise negative ; in particular there was 
no cardiac murmur—or any evidence of jaundice, spleno- 
megaly, or hepatomegaly. 


Investigations 

Hamoglobin 13-3 g. per 100 ml. 
e.mm. Urine normal. Radiographs of chest and skull within 
normal limits. Radiographs of wrists showed epiphyseal 
centres consistent with the baby’s stated age. Tryptic activity 
was present in the stools. Electrocardiography revealed sinus 
tachycardia. The serum-bilirubin level was 0-8 mg. per 
100 ml., and the serum-cholesterol 140 mg. per 100 ml. The 
glucose-tolerance curve was flat, the maximum rise being only 
15 mg. per 100 ml. . 

A radioactive-iodine test of the child’s thyroid function was 
performed, using a dose of 1-6 uC of '*'I. Urine was collected, 
through Paul’s tubing attached to the penis, for 48 hours 
without loss. In the first 24 hours 12-5°% of the administered 
dose was excreted, and 1-2°, was excreted in the 24-48 hour 
period. The uptake of iodine by the thyroid gland appeared 
by direct measurement, to be about 90% of the dose after 24 
hours. 

Treatment and progress.—The baby was fed 3-hourly but 
remained hyperactive and extremely hungry. He continued 
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Fig. 2—Same baby as in fig. | : a, aged 3 weeks, with goitre and congenital hyperthy- 
‘ roidism ; b, aged 15 weeks, without goitre. 


stools were loose, green, and very frequent, and in his first 
week in hospital his weight did not increase. 

Treatment was begun on Feb. 17 with carbimazole 5 mg. 
and potassium iodide 30 mg. daily, and in 10 days he gained 
1 Ib. in weight. The administration of iodine was then stopped, 
but that of carbimazole was continued in a dosage of 1-25 mg. 
daily until April 3. This quantity was then given on alternate 
days until April 17, when all treatment was stopped. As a 
result of treatment, he became less restless and hyperkinetic, 
his pulse-rate settled to about 126-134, and he produced one 
or two formed yellow stools daily. He was discharged from 
hospital on Feb. 28, weighing 7 lb. 10 oz., a gain of 1 lb. 9 oz. 
since the start of treatment. 

His immediate progress thereafter was not entirely satis- 
factory, partly owing to maternal incompetence. He required 
readmission to hospital on March 6 for a week because of 
severe infection of his upper respiratory tract and a perianal 
abscess. He was seen regularly afterwards and improved 
considerably. On April 30 he weighed 9 lb. 8 oz., seemed 
contented, and slept well, and his pulse and stools were 
normal. His thyroid gland was no longer clinically enlarged, 
and his subsequent progress and development were perfectly 
normal (figs. 1 and 2). 

On June 12 he had been started satisfactorily on mixed 
feeding, weighed 12 lb. 6 oz., had normal motions and a pulse- 
rate of 110. He appeared to be an active, bright, normal baby. 

A month after the 
birth, the mother 
weighed 9 st.- 
about 10 Ib. less 
than before the 
pregnancy. She 
stated that she had 
become restless and 
irritable during the 
pregnancy, and 
these symptoms 
had persisted. Her 
appetite was good, 
but she did not 
regain her normal 
weight, sweated 
excessively, and 
was sure that her 
eyes had become 
more prominent. 
They had felt itchy 
and weepy, especi- 
ally in the mornings. 
She thought that 
her thyroid gland 
had begun to en- 
large again beneath 
her operation scar. 
On examination she 
was agitated and 





- 7~ 
Fig. 3—Exophthalmos in mother of infant 
with congenital hyperthyroidism. 
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restless. Her hands were hot, moist, and 
tremulous, but her pulse-rate was only 84. 
She had striking bilateral exophthalmos and 
lid retraction (fig. 3) and small nodular 
thyroid swellings below her scar. Clinically 
she gave the impression of being moderately 
thyrotoxic. A radioactive-iodine test of her 
thyroid function was carried out in the out- 
patient department, but unfortunately one 
urine sample was accidentally discarded, the 
sample being passed 6'/, hours after the dose 
was given. Excluding this sample, her {48- 
hour urinary excretion of iodine was only 
51%, and her protein-bound plasma activity 
after 48 hours was 1:8% of the dose per litre 
of plasma. 

She was subsequently satisfactorily treated 
with carbimazole. 

Discussion 

The development of hyperthyroidism 
in this infant, whose mother had under- 
gone partial thyroidectomy for exophthal- 
mic goitre 11 months before his birth, is 
yet another example of probable trans- 
placental transmission of maternal thyro- 
trophic hormone. Congenital hyper- 
thyroidism has only been described in cases where the 
mother has been thyrotoxic or has had treatment for such 
a condition. It is often assumed, not necessarily correctly, 
that exophthalmic goitre is due to overproduction of 
thyrotrophic hormone (T.s.H.) and to the -pituitary’s 
becoming unresponsive to the inhibitory effect of 
increasing concentrations of thyroid hormone. In such 
circumstances one would expect that, after operation, the 
serum-T.s.H. levels would rise because of the continued 
production of 1.8.H., which had previously been inac- 
tivated by the thyroid tissue. Certainly such evidence 
as there is, in the absence of generally applicable assays 
of 1T.8.H., suggests that there is such a rise following 
operations, and Rundle (1945) demonstrated the steady 
progression of exophthalmos during the first postoperative 
year. The patient with congenital hyperthyroidism 
recorded by Koerner (1954) was the offspring of a mother 
with inadequately treated post-thyroidectomy hypo- 
thyroidism, and in such patients Rawson and Starr 
(1938) and Gilliland and Strudwick (1956) have 
demonstrated by far the highest detectable serum-t.s.H. 
levels. 

Nikitovitch and Knobil (1955) have suggested that 
maternal T.s.H. cannot pass the placenta; if this were 
true in cases of congenital hyperthyroidism, hyperplasia 
of the thyroid gland in the infant could only be due to 
overproduction of the infant’s endogenous 1.s.H. This 
may happen when the thyrotoxic mother is treated with 
anti-thryoid drugs, because Freiesleben and Kjerulf- 
Jensen (1947) have shown that, in rats, thiouracit com- 
pounds are transmitted to the foetus through the placenta. 
In such circumstances the infant’s production of thyroid 
hormone is inhibited, and it may be born goitrous or even 
slightly hypothyroid. This, however, seldom happens 
unless the mother is herself rendered hypothyroid, and 
no thyrotoxic infant has been born to such a woman, 
although the mother of the child with congenital hyper- 
thyroidism reported by Fischer (1951) received propy]- 
thiouracil towards the end of her pregnancy. 

Toxicity in the infant cannot be due to transplacental 
transmission of maternal thyroid hormone, because such 
toxicity would not be associated with hyperplasia of the 
infant’s thyroid gland. In any case, congenital hyper- 
thyroidism has been reported when the mother has been 
hypothyroid (Koerner 1954). 

Our patient’s mother was moderately thyrotoxic, both 
clinically and on the basis of her metabolism of radio- 
active iodine. The mothers of the patients reported by 
White (1912), Margetts (1950), and Fischer (1951) were 
also thought to be thyrotoxic during pregnancy. Our 
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patient’s mother and the mothers of the patients described 
by Skelton and Gans (1955) had severe exophthalmos, and 
all of the reported cases of congenital hyperthyroidism 
have had exophthalmos. In view of the aceumulating 
evidence that there is a separate pituitary factor capable 
of producing exophthalmos, it is of interest that Keynes 
(1952) reported the birth of a baby with congenital 
exophthalmos but no evidence of thyrotoxicosis to a 
mother who had had a thyroidectomy for hyperthyroid- 
ism a year previously and developed progressive exoph- 
thalmos after the operation. 

The present baby was undoubtedly thyrotoxie by all 
clinical criteria, and the result of the radioactive-iodine 
studies showed that, in such a child, iodine metabolism 
is essentially the same as is observed in the thyrotoxic 
adult. Van Middlesworth (1954) has studied the uptake 
of radioactive iodine in healthy newborn babies, and in 
his experience the 24-hour uptake of radioactive iodine 
by the thyroid gland exceeded 90% in two out of seven 
children tested on the third day of life. He suggests a 
physiological hyperthyroidism in the newborn infant, 
because uptakes in his other infants were also greater 
than are usually observed in normal adults. 

If the disease is, as we believe, due to transplacental 
transmission of maternal 1.8.H., it should be self-limiting 
in duration after birth. Most of the published cases have 
in fact been benign, although the patient described by 
White (1912) died, as did both those of Skelton and Gans 
(1955). Koerner’s (1954) patient was very ill, as were 
several others ; but it appears that, if the hyperthyroid- 
ism can be controlled for a few weeks, natural remission 
will take place. For that reason we treated our patient 


with iodide to overcome the immediate effects of the 
thyrotoxicosis, and with carbimazole to render him 
reasonably normal until natural remission occurred. 


Progress as a result of this treatment was entirely satis- 
factory. We believe this was a causal relationship, 
although there might have been clinical remission even 
in the absence of treatment. 

The management of congenital hyperthyroidism is 
distinct from that of hyperthyroidism developing later 
in childhood. In the congenital case the stimulus that 
initiates the production of toxicity is derived from the 
mother, and the condition can be regarded as benign. In 
the later cases, however, the problems are similar to those 
of adult hyperthyroidism, it being essential to continue 
treatment with an anti-thyroid drug for at least 18 
months, and there is, as in adults, a tendency to subse- 
quent relapse possibly necessitating partial thyroidec- 
tomy. 

Summary 


A case of congenital hyperthyroidism is reported in 
the infant son of a woman who had had a partial 
thyroidectomy for exophthalmic goitre eleven months 
previously. 

There was evidence that both mother and infant were 
thyrotoxic, the infant showing the characteristic features 
of the disorder, including a goitre, tachycardia, lid retrac- 
tion, hyperkinesis, restlessness, diarrhoea, and a ravenous 
appetite, with failure to gain weight. 

The child was treated with iodide for 10 days and with 
carbimazole until the age of 3 months. Striking clinical 
improvement coincided with the onset of treatment. After 
treatment was stopped, his subsequent progress was 
satisfactory and normal. 

It is believed that congenital hyperthyroidism is due 
to transplacental passage of maternal thyrotrophic hor- 
mone, and that the resulting hyperthyroidism in the 
infant is normally self-limiting. 


We are grateful to Dr. D. N. Nicholson, under whose care 
this patient was treated, for his interest, and to Sister Jean 
Wood for her skill and help in the collection of the infant's 
urine. One of us (A. G. M.) is in receipt of an expenses grant 
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from the Secretary of State for Scotland through the Advisory 
Committee on Medical Research. 
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FURTHER EXPERIENCES WITH INTRATHECAL 
INJECTIONS 
R. M. Maver 
M.D. Lond., B.Se. Lpool, M.R.C.P. 
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In heavy conveying solvents, phenol or silver nitrate 
can be injected intrathecally so that they flow over a 
series of posterior-root ganglia to relieve pain in cancer. 
The solvents used are glycerin or ‘ Myodil’ (ethyl iodo- 
phenylundecylate). Propylene glycol was abandoned as 
dangerous (Maykut and Ryan 1953). Since my last paper 
(Maher 1955) and after experience with over 125 cases, 
improvements in technique have been evolved: for 
example, (a) I no longer use heavy cinchocaine hydro- 
chloride (*‘ Nupereaine’) before the phenol injection ; 
(b) the dose and strength of the agents used have been 
better adjusted ; and (c) injections are now given in the 
epidural and subdural layers, as well as below the 
arachnoid. With reasonable care, the method is safe and 
some 90 punctures have been carried out in the cervical 
region alone. 

Solutions Used 

Phenol alone (1 in 20).—1 g. of phenol crystals is quickly 
weighed and placed in a dry sterile 30-ml. bottle. A sterile 
rubber cap is applied. 20 ml. of sterile glycerin or myodil is 
injected through the cap to give a 1 in 20 solution. Smaller 
amounts can be prepared proportionately and the solution 
will keep for two weeks. Weaker solutions do not afford 
permanent relief, and stronger solutions may cause unwanted 
effects (table 1). 

Phenol with silver nitrate.—Gr. 2'/, (0-16 g.) of silver nitrate 
are weighed and placed in a sterile 30-ml. bottle. A sterile 
cap is fitted. 8 ml. of sterile distilled water is injected through 
the cap. When the phenol has dissolved, 1 ml. of this solution 
is added sto 24 ml. of phenol solution (1 in 25) in glycerin. 
1 ml. of this mixture, which contains gr. '/,, (0-75 mg.) of 
silver nitrate, is the usual dose. If stored in the dark the 
solution will keep for three weeks. 


TABLE I-—-EFFECTS OF DIFFERENT STRENGTHS OF SOLUTION 
WHEN INJECTED INTRATHECALLY 
Phenol 
in . . Proprio- 
Grade} oi. .ari Cutane-| Cutane- as rie 
of a Relief | ous anal-| ous anes- — ee 
change myodil gesia thesia tion 
(1 ml.) 
1 lin 30 Immediate Nil Nil No effect No effect 
not 
permanent 
ul lin 20 Permanent Usually Nil No effect No effect 
nil 
11 1 in 15 Permanent Definite Scattered Variable No effect 


Iv 1in10 Permanent; Severe Severe Impairment of 


limb 
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Local aneesthetic.—Cinchocaine hydrochloride was at 
first used as a safety measure before the phenol was injected, 
but it was found to be unnecessary. Without cinchocaine, the 
immediate approximates more closely to the final result. When 
there has been no previous anesthesia, it is certain that any 
relief of pain is due to the phenol. It is also possible to assess 
the effects of different strengths of phenol. 


Subarachnoid Injections 
TECHNIQUE 
Spinal Puncture 

The patient is seated upright. If possible it is preferable 
to puncture at one segment higher than the involved 
neurones so that the agent flows caudally. The epidural 
space is easily located by gauging the resistance to the 
needle and repeatedly injecting procaine. The theca is 
then penetrated. The following stages are illustrated in 
fig. 1: 

(A) Procaine (2% solution) is injected subcutaneously, 
using a fine needle (26 gauge, '/, in.). 

(s) Further infiltration is made into the interspinous liga- 
ment and beyond. The lumbar-puncture needle (Howard 
Jones type, 21 gauge, 3'/, in.) is then entered at rather less 
than 90° to the skin, the shank being lower than the point. 
It must enter the interspinous ligament at the peak of the 
interspinous ridge. wnt 

(c) It passes easily for about 2 cm.; procaine is injected 
continuously and flows freely. 

(p) A gripping resistance is felt, and the needle can be 
safely pushed forwards for as long as this continues. As it 
proceeds, progressively less procaine can be injected—a sign 
of probable suctess. 

(gE) The needle suddenly seems to ride over a ridge, and the 
procaine flows freely in the epidural space. 

(Fr) It is then advanced 2 mm. without the stylet ; cerebro- 
spinal fluid (c.s.F.) will flow, and the stylet is replaced. 


Position for Injection 

Position I (for lumbar and high sacral injection).—The 
patient is laid on the painful side in the lateral lumbar- 
puncture position and rotated slightly backwards, with 
a very slight downward slope of the spine towards the 
sacrum. 

Position II (for S4-5 segments).—He remains vertical 
during the injection at L5-S1 interspace. 


Trial Injection of Phenol 

This is made when the pain is at a maximum, to ensure 
that all the affected roots are reached. To reach roots at 
the lumbar level, the injection is made at the L1-2 or 
L4-5 interspace using position 1. 1 ml. of phenol (1 in 
20 in glycerin or myodil) is the standard dose. First, 
0-5 ml. is injected. 


Pain should diminish; and the 
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remaining 0-5 ml. is immediately injected. The slope of 
the spine is increased as much as is necessary to relieve all 
the pain. 

To reach roots at the dorsal and cervical levels, 3-3-5 ml. 
of phenol (1 in 20 in myodil) is used. Using position 1, 
the injection is made at C3—4 interspace (for occipital 
pain) or C5—6 interspace (for brachial-plexus pain). The 
position of each 1-ml. dose is confirmed radiologically. 
Using position m for the sacral segments, 1-5 ml. of the 
solution is given in the L5-S1 interspace. The limbs 
should be rested for three days afterwards. 

Total relief for five days indicates that no further 
injection is needed in that area. ) 


Supplementary Injections 

For permanent relief, the initial pain-relieving injection 
must be followed usually after five days, by injections 
in other areas covering all adjacent predictable pain 
patterns. 1 ml. of the phenol solution covers about 4 to 6 
segments at a session. By further injections at different 
adjacent levels, using 1 ml. for each, it is possible to 
denude a patient of all pain fibres bilaterally below 
umbilical level without cutaneous sensory change or 
severe side-effects. Fig. 2 illustrates the usual injection 
range for pelvic cancer and for sarcoma of the lower limb, 
which usually involves injection at D12—L1 and L3—f.4. 
For cancer of the rectum these segments are used after 
a vertical injection in position m has been allowed to 
gravitate to the tip of the dural sac for the lowest sacral 
and coccygeal elements. This may cause temporary 
retention of urine. For cervical- or brachial-plexus 
segments, one injection of 3-5 ml. of phenol (1 in 20 in 
myodil) is sufficient. 

When the initial phenol injections do not give adequate 
relief, the phenol and silver-nitrate solution can be used 
at resistant sites after a few days. It is of particular 
value in cancer in the pelvis, primary or secondary. 


Side-effects 
Before and after injection, morphine is given if neces- 
sary, and if there is severe pain it may be relieved by 
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0-3 ml. of cinchocaine hydrochloride injected through 
the needle. There are often attacks of pain or lightning 
pains for a week before relief is felt. In 2 cases injection 
of silver nitrate (gr. '/,9) was followed by a meningitis 
(800 cells per c.mm. in the c.s.F.). There were no after- 
effects, however, and relief lasted for over a year. 


Variations 

Because the solution tends to accumulate below L1, the 
dosage of pheno! »>lution (1 in 20) has to be limited to 
1 ml. Above this vulnerable stretch, the dose can be 
increased, and curiously the cervical region can take at 
least 3-5 ml. of phenol solution (1 in 20). Possibly this is 
due to longer and narrower root-pockets in this region. 

Increased strength (up to 1 in 15) can be used above 
the L1 level. A strength of 1 in 10 seems to give cutaneous 
anesthesia, bedsores, and muscular impairment. 
Although this is not cord damage, it is functionally 
equivalent to it. 

The effect of sterile water, added to 1 ml. of phenol 
solution (1 in 20), varies with the amount added. 0-1 
or 0-2 ml. enhances the effect, and 0-3 ml. leads to effects 
of grade 11 or Iv (table 1). Equal parts of water and 
phenol in 2 extreme cases diffused to the cord, producing 
profound anesthesia, and, after a few days, loss of power. 
Dry phenol in the conveying agent never affected the 
cord even on direct application. 


RESULTS 

I have now treated 106 patients with severe pain by 
these methods. Most of them experienced relief but in 
33 of them the pain returned in a few hours. Necropsy 
was done in 17 of these failures; and there was gross 
metastasis in the spine of all of them. Fig. 3 shows 
carcinoma cells in the posterior-root ganglion in one of 
these. 3 further patients who got no immediate relief 
showed no motor or sensory change whatever, even with 
phenol 1 in 10: the spinal canal at necropsy was found 
completely occluded by growth. 

In the failures, therefore, immediate relief suggests 
action only on the fibres of the posterior root (nerve- 
fibre block). Absorption of phenol in the fibres must be 
very rapid because no extension of cutaneous sensory 
change occurs on tilting the spine further a few minutes 
after the injection. I infer that in successful cases, phenol 
affords permanent relief only by selection of the smaller 
cells of the posterior-root ganglia (nerve-cell block). If 
these cells are sheltered from the phenol by areas of 
carcinoma,, permanent relief cannot be expected. 

There is further evidence to suggest such sheltering : 

(1) With 
pelvic cancer, 
injection for 
the femoral 
components 
alone often 
gave total 
relief. When 
this had las- 
ted for some 
weeks, a so- 
called ‘“‘return 
of pain’’ was 
often now felt 
in the sciatic 
group of 
dermatomes 
(L4,5, S1,2,3) 
(ie. 3). if 
phenol was 
injected early, 
total relief 
continued, in 
1 case lasting 
for a year 
afterwards. 
Both femoral 





‘ ; Ga 





Fig. }—Carcinoma cells in posterior-root ganglion. 
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and sciatic nerves were involved simultaneously in 
16 cases; of these only 3 were relieved. The fail- 
ures had relief only in the recently invaded nerve group. 
This suggests that there had been long-standing peri- 
neural spread to the ganglia along the femoral elements 
with more recent impingement on the sciatic group, 
or vice versa. 

(2) In cases resistant after injection, the total pain 
area was often reduced to one or two points. Further 
phenol injection even at 1 in 10 strength made no 
difference to these points. 

(3) The length of nerve between the growth and the 
cord influenced the results. All cases of sarcoma of the 
lower limb were totally relieved, even at a late stage. 
Here, however, there is a different form of spread. Of 
16 cases of pulmonary cancer, only 6 were relieved : 
here pain often begins when the growth leaves the lung 
border adjacent to the vertebral column, and having 
only 2 cm. to travel, the growth rapidly invades the 
ganglia and the pain becomes intractable. Horner’s 
syndrome is a sign that metastases are involving the 
roots ; cordotomy is indicated. In 1 such patient pain 
was reduced, by injection, to an intractable ulnar dis- 
tribution corresponding to the roots involved in Horner’s 
syndrome. By contrast, carcinoma in the pelvis has a 
comparable perineural travel length of some 16 cm. Of 


TABLE II-—RELATION OF DURATION OF PAIN TO RELIEF 


Duration of pain No. of No. No. 
(months) patients relieved unrelieved 

Less than 1 .. _ 11 10 1 

1-3 .. ee - 29 23 6 

4-12 ee - 42 25 17 

Over 12 - - 24 11 13 

Total an aa 106 69 37 


14 cases of carcinoma of the rectum, 10 were successful ; 
with uterine cancer, 19 out of 28 patients were relieved. 

Since infiltration of a ganglion takes time to develop, 
it was decided to regroup cases according to how long 
they had had pain and to compare the results attained 
(table 11). Within limitations imposed by the rate of 
extension of the growth and the distance it must travel, 
the prospects for relief depend largely on the duration 
of the pain before injection. The outlook seems indepen- 
dent of the stage of the growth and of the intensity of the 
pain. The chance of relief seems best when pain has 
been present for less than a month, especially in lung 
cancer, with its relatively short distance from the root 
ganglia. 

Of 26 cases of pelvic cancer not relieved by phenol 
alone, 15 were relieved by the injection of phenol with 
silver nitrate at lumbar level. Injection was usually 
made at the same interspace as the previous unsuccessful 
phenol injection. Injection in the dorsal region in 4 cases 
relieved pain permanently in gastric and renal cancer. 
For cervical and upper dorsal sites it was unsuccessful 
and considered unsafe. 

In contrast to phenol, silver nitrate, at whatever 
strength, merely selected pain neurones without causing 
disability. Increase in strength increased meningeal 
reaction. Silver nitrate tended to ‘ fix’’ a temporary 
phenol effect to make it permanent, and it became 
possible to employ phenol | in 25 with gr. !/,, silver 
nitrate in 1 ml. of vehicle. Recently this has been added 
to myodil and used as an initial injection. 


Other Methods 

Extra-arachnoid injections were most often used in the 
cervical region. A Howard Jones needle (18-gauge, 
31/, in.) with a short bevel point is used, with the patient 
in position 1. Careful local anesthesia using 2% procaine 
up to the epidural space (E in fig. 1) is necessary. Then 
the needle is carefully pushed forwards to prod the dura. 
This gives a sharp sensation. After the needle has been 
rotated through 180°, 1 ml. of phenol solution (1 in 20 
in myodil) is injected. Its position is confirmed radio- 
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Fig. 4—Injection at different thecal layers: (a) epidural injection taking the segmental shape of the spinal canal ; (b) subdural injection with 
root travel into the brachial plexus; (c) intrathecal injection (‘‘ oil-in-the-water-bath "’ appearance) ; (d) ‘‘ double-line"’ block of both 
intra- and extra-arachnoid injection. 


logically (fig. 4b shows bilateral flow towards the root 
exits). 2-3 ml. of the agent is then injected, followed by 
a further radiograph. 

Phenol in myodil subdurally has the following effects : 

(1) It runs bilaterally in a cephalic direction towards the 
yoots on each side, although the patient lies in position 1. 

(2) It tends to divide into portions opposite the root exits. 

(3) It travels along the nerve-roots, mostly on the ‘‘ down- 
ward ”’ side. In doing so it would tend to surround the ganglia 
thereby overcoming the effect of sheltering. 

The subdural space was reached in 7 cases and excellent 
relief was obtained in all of them. 

By combining subarachnoid with subdural or even 
epidural injections (double-line block), there should be 
more certainty of reaching all sides of the ganglia. Here 
subdural injection of 2-3 ml. of phenol solution (1 in 20 
in myodil) is followed by further advance of the needle 
through the arachnoid where 1 ml. of the same agent 
could be injected intrathecally at lumbar level or 3 ml. 
at cervical level. Fig. 4d illustrates double-line block with 
the meningeal lining showing as an interval. 


Non-malignant Conditions 

Since there is no sheltering by tumour tissue, relief 
would be expected in non-malignant conditions treated 
by subarachnoid injection. But inpatients with arthritis 
and scoliosis, an irregular spinal canal and osteophytes 
often make injections hazardous. 3 patients with spondy- 
litis showed relief and better movement. Of 12 arthritic 
patients, 4 were relieved but 8 developed acute exacerba- 
tions with generalised pains even after small doses. 
Intrathecal injection is therefore usually contra-indicated 
for arthritis. 

1 patient with post-herpetic neuralgia was completely 
relieved. Severe and continuous flexor spasms in a case 
of hemiplegia ceased permanently after injection, witb 
improved movement of the leg. Dr. Peter Nathan, of the 
National Hospital for Nervous Diseases, alleviated 3 
further cases of flexor spasms by this method. Subdural 
and epidural injections of 1 ml. of phenol solution (1 in 
20 in myodil) gave good relief in 2 or 3 cases and seem a 
safer measure for non-malignant conditions. 


Conclusions and Discussion 

The chance of successfully relieving the pain of cancer 
varies directly with the distance of the growth from the 
ganglia, and indirectly with the duration of the pain. 

In an outpatient department where a cancer patient 
attends when his pain begins, it is easy to deal with it 
then and there, using a phenol trial injection at the 
required level. One or two successive injections at weekly 
intervals will cover neighbouring segments and prolong 
the relief by forestalling further extension of the growth. 
If the pain is resistant, phenol with silver nitrate should 
be used after admission to hospital. The addition of 
subdural injections may further improve the chances of 


relief. A Pain Relief Centre has been set up in this area 
to encourage early treatment. 

Better agents may be found in the future and the 
principle of neurone selection using gravitational flow 
may find a wider use. But for cancer, unless they are 
done early, such procedures will continue to have the 
same doubtful reputation for haphazard results. For 
pain from non-malignant causes, extra-arachnoid methods 
are probably safer. 

Summary 

A technique for arachnoid puncture at all spinal levels 
has been evolved for the relief of severe pain. With 1 ml. 
of a 1 in 20 solution of phenol, pain fibres only were 
affected, and there was no cutaneous sensory change ; 
extensive areas on both sides can be treated. 

Success was more likely when the pain was of relatively 
recent onset. Further pain-forestalling injections in 
adjacent segments were necessary for permanent relief. 

Resistant pain may be partly due to ‘‘ sheltering ’’ of 
nerve-cells from the phenol solution by areas of growth in 
the posterior-root ganglia. Phenol with silver nitrate 
afforded relief in a number of cases resistant to phenol 
alone. 

Subdural injection may prove useful in conditions other 
than cancer. Subarachnoid injection of phenol is useful 
for flexor spasm, but is not recommended for arthritis. 
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Dr. E. C. Easson, Dr. and Mrs. J. Starkie, Dr. Helen Russell, 
Mrs. M. Laycock, Mr. F. Inston, and Mr. A. B. Miller, M.P.s. 
I should also like to thank Sir Geoffrey Jefferson, ¥.r.s., Mr. 
R. T. Johnson, and Dr. Reginald Reid, of the neurosurgical 
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“*... The Public Health Service is composed of two separate 
but related parts. On the one hand there is the Housekeeping 
Service—providing ambulances, nurses, inspectors and the 
other health and welfare services for the community that can 
best be done in a communal fashion. On the other hand there 
is another more important duty that is being neglected, 
namely, long-term enquiry. The sort of investigation and 
action which a hundred years ago was made with assurance 
of profitable result, is no longer available to us. Progress will 
be halting and hesitant and difficult to achieve. We are, how- 
ever, passing through one of the great social experiments and 
we are not taking note of where we are going, nor of the 
results of our efforts, for all our social experiments will bring 
bad as well as good results. Noise, hurry, long life, new tech- 
niques, good and hardful, accompany our progress and we 
accept them with an alarming complacency. The preoccupa- 
tion of the Department for the chores is leaving little time 
for enquiry, and young men with an enquiring mind are not 
entering the service. Never was patient soeial research so 
needed, and probably never so revealing.’’—Dr. LLYWELYN 
RoBERTS, medical officer of health for Sheffield, in his report 
for 1955. 
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Since the discovery of hemoglobin E in 1954 by 
Itano et al. (1954) in a family of partly Indian origin and 
simultaneously by Chernoff et al. (1954) in the Siamese, 
this abnormal] pigment has been observed in Veddas from 
Ceylon (Graff et al. 1954), in Indonesians (Lie-Injo Luan 
Eng 1955a), and in Burmese (Lehmann et al. 1956). 

Three conditions associated with this abnormal pigment 
have been recognised : the hemoglobin-E trait, which is 
the heterozygous form for the gene of this abnormal 
hemoglobin; pure hemoglobin-E disease, representing 
the homozygous state; and hemoglobin-E/thalassemia 
disease, representing the double heterozygous state for 
the hamoglobin-E and the thalassemia genes. 

Six cases of pure hemoglobin-E disease have been 
reported from Thailand (Chernoff et al. 1956) and two 
in Burmese (Lehmann et al. 1956); but in no case was it 
possible to study both parents to prove the homozygosity 
of the condition. 

We report here three cases of pure hamoglobin-E 
disease in Indonesians. In two of the three cases both 
parents were carriers of hemoglobin E. 


Methods 


All pipettes and counting-chambers used for hemato- 
logical determinations carried the certificate of the U.S. 
National Bureau of Standards. Observations were made 
in duplicate. Foetal hemoglobin in the blood was 
estimated by the method of alkali denaturation described 
by Singer et al. (1951). For normal adults 2% alkali- 
resistant hemoglobin of the total amount of hemoglobin 
was taken as the upper limit of normal (Singer et al. 
1951, Lie-Injo Luan Eng 1955b). 

Haemoglobin was analysed by paper electrophoresis 
according to the method described by Smith and Conley 
(1953) with veronal buffer pH 8-6 and ionic strength 
0-05 and phosphate buffer pH 6-5 ionic strength 0-1. 
Serum-bilirubin and urobilin and urobilinogen in the 
urine were examined in the laboratory of the Central 
General Hospital, Djakarta. 
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Fig. I1—Case |: peripheral blood showing slight anisocytosis and 
poikilocytosis Here no target cells are seen, but in other areas a few 
target cells were found. ( x 837.) 
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Case-reports 

Case 1.—A girl, aged 9 years, was examined only because, 
during a survey on pathological hemoglobins in the wards of 
the Central General Hospital in Djakarta, her mother, who 
was being treated for chronic bronchitis, was found to be a 
carrier of hemoglobin-E trait. The whole family was there- 
fore examined, and it was found that case 1, the eldest child, 
had pure hemoglobin E in her blood, and her father was a 
carrier of hemoglobin-E trait. The family came from Padang, 
in Sumatra. So far as they knew they were pure Indonesians. 
The girl did not feel ill but, according to her mother, she was 
not was easily fatigued, and had always looked 
somewhat pale. She had never had icterus. 

Physical examination on Jan. 31, 1956, showed that she 
was in good nutritional state and did not look ill but seemed 
slightly anemic. Her lymph-nedes were not enlarged, heart 
and lungs were normal, and spleen and liver both slightly 
enlarged, firm, and not tender. No other physical 
abnormalities were noticed. 

Radiography of her skull, long bones, metacarpals and 
metatarsals, thorax, vertebra, and pelvis did not show any 
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Fig. 2—Paper electrophoresis at pH 8-6 of hemoglobin of case |, her 

parents, und her grandmother compared with controls. 
abnormality. Her lungs and heart were also normal on 
radiography. 

Laboratory findings.—Hematological data are summarised 
in table 1. There was slight erythrocytosis and microcytosis. 
The mean corpuscular hemoglobin concentration (M.C.H.C.), 
however, was normal. The changes in the peripheral blood 
were not obvious (see fig. 1). There were only slight poikilo- 
cytosis and anisocytosis. No normoblasts were seen. There 
were no Howell-Jolly bodies and no rings of Cabot, but there 
were a fair number of cells with basophil stippling. Only a 
few target cells were seen. There was also a slight reticulo- 
cytosis. A sickling test with 2°, sodium metabisulphite was 
negative. No malarial parasites were observed. The resistance 
of the erythrocytes to hypotonic saline solution was increased. 
The amount of alkali-resistant hemoglobin was found not to 
be increased. Paper electrophoresis of the hemoglobin at 
pH 8-6 showed only one type of hemoglobin, having a mobility 
which seemed to be similar to that of hemoglobin C. How- 
ever, since both parents were found to carry hemoglobin E 
with a mobility higher than that of hemoglobin C, it was 
expected that the child had hemoglobin E and not hemoglobin 
C. Indeed, at pH 6-5 the mobility was found to be definitely 
less than that of hemoglobin C. When the child’s hemoglobin 
was mixed with normal hemoglobin so that the relative 
concentrations of the abnormal and the normal component 
were about the same as in a trait-carrier, the abnormal 
component had the same mobility at pH 8-6 as that of 




















THE LANCET] ORIGINAL ARTICLES [yan. 5, 1957 2] 
TABLE I—LABORATORY FINDINGS IN CASE 1 AND FAMILY 
Case 1 Mother Father Sister Brother Grandmother 
Age when examined aa a ait 9 yr. 45 yr. 3 yr. 13 mos. 70 yr. 
Hb (g. per 100 ml.) ; i 10-9 11-6 11-9 10-2 11-9 
Red cells (millions per c.mm.) es 5-69 4°55 4-63 6-06 4-80 
Packed-cell volume (%) a . 33-5 38-0 34-0 29-0 
Mean corp. volume (cu.) + . 58-9 82-1 56-1 81:3 
Mean corp. hemoglobin (nug.) 7 19-2 25-1 16-8 24-8 
Mean corp. hemoglobin conc. ( ) “<s 32-5 { 31:3 30-0 30-5 
White cells (per ¢.mm.) . 5400 8900 7100 5800 17,000 8800 
Differential count of white cells Eosinophilia Eosinophilia Normal Eosinophilia Normal Normal 
teticulocytes (%) ; 2-7 2 0-4 1-0 0-9 
Poikilo-anisocytosis } 
Basophil stippling + - 
Target cells . a - os A few Very rare Very rare Very rare A few Very rare 
* Saline fragility: initialat .. = 0-40 % 0-40 % 040% 0-40° 0-40 % 0-40 % 
complete at 0-20 % 0-28 ° 0-24% 0-28 % 0-20 % 0-32 % 


Hijmans van den Bergh reaction : 
direct/indirect. . : ie ‘. 
Alkali-resistant hemoglobin (% of 


total) 1-3 1-1 


Hemoglobin analysis ‘ : ‘ E A+E 


Urobilinuria ‘ 
Spleen enlargement 
Liver enlargement 
Malaria oa 


Not increased Not increased Not increased Not increased Not increased | Not increased 


1-0 0-8 1:7 1-0 
A+E A A+E A+E 


* Control determinations of the osmotic saline fragility in normal persons showed initial hemolysis at 0-44—0-40% (mostly at 0-44%); 


complete hemolysis at 0-32—0-28 (mostly at 0°32 


*hemoglobin E and was slightly faster than hemoglobin C. 
It was therefore evident that the child had pure hemoglobin E 
(see fig. 2). The serum-bilirubin level was not raised. The 
urine contained urobilin and urobilinogen but no bilirubin or 
albumin. In the feces a few eggs of Ascaris lumbricoides were 
found but no other parasites or other abnormalities. Bone- 
marrow puncture was unfortunately not allowed. 
Progress.—After three weeks’ iron therapy there was no 
hematological improvement. The amount of alkali-resistant 
hemoglobin was again found not to be increased. 


Family 

The mother, aged 45, had chronic bronchitis, was very 
thin, and looked ill. Her heart was normal ; her spleen and 
liver were not enlarged. The laboratory findings are sum- 
marised in table I. 

The father, aged 50, was healthy, no abnormalities being 
found on physical examination. His spleen and liver were 
not enlarged. The laboratory findings are summarised in 
table 1. He was a carrier of hemoglobin-E trait. 

19 The second child, a girl aged 3 

9 = years, was not ill. On physical 
examination no abnormality was 

found except slight rhinitis. Her 

spleen and liver were not enlarged. 

q | The laboratory data are summarised 

in table 1. The hematological 

findings were within the normal 

f on range for her age except for eosino- 
philia. Her hemoglobin was of the 











Case! normal type. 
The youngest child, a boy of 13 
M F months, was dystrophic and had 
O Normal influenza, diarrhea, and bronchitis. 
O @ wb-E trait His spleen and liver were not 


enlarged. The laboratory findings are 
listed in table 1. He was found to 
be a carrier of hemoglobin-E trait. 

The grandmother of case 1 was 
aged 70 and healthy. On physical 
examination no abnormalities were found. Her spleen and 
liver were not enlarged. She was a carrier of hemoglobin-E 
trait (fig. 2 and table 1). Other laboratory findings are also 
listed in table 1. 

The pedigree of this family is shown in fig. 3. 


@ Hb-E disease 
[3? Unknown 
Fig. 3—Pedigree of case |. 


Case 2.—-An Indonesian soldier, aged 36, from the island 
of Timor, was registered as a regular donor at the Blood 
Transfusion Service of the Red Cross in Djakarta. When he 
gave 500 ml. of blood on May 9, 1956, a small amount was 
taken for routine survey of pathological hemoglobins ; and 
his erythrocytes were found to contain pure hemoglobin E. 
We studied him further on July 7, 1956. He said that he was 
quite healthy, was very seldom ill, and did his heavy job 
without any complaint. He had never had anemia or icterus. 
He was married and had two healthy children. 

On physical examination he was in a good nutritional state 
and not anemic. There was not the slightest icterus. His 


lymph-nodes were not enlarged, his lungs and heart were 
normal, and his liver was not enlarged, but his spleen was just 
palpable one finger-breadth below the costal margin, firm, and 
not tender. 

Radiography of his skull, long bones, metacarpals and 
metatarsals, thorax, vertebra, and pelvis did not reveal ariy 
abnormality. 

Laboratory findings on July 23, 1956, are listed in table 11. 
There was microcytosis but no anzmia. The M.c.H.c. was 
normal. The peripheral blood showed only slight aniso- 
cytosis, but there were numerous target cells (fig. 4). Red 
cells with basophil stippling were present. The number of 
reticulocytes was not increased. The numbers of leucocytes 
and of thrombocytes were normal. A sickling test with 2% 
sodium metabisulphite was negative. No malarial parasites 
were found. The resistance of the red cells to hypotonic saline 
solution was increased. The serum-bilirubin level was not 
raised. Electrophoresis showed only hemoglobin E (fig. 5). 
The percentage of alkali-resistant hemoglobin was within 
normal limits. The urine did not show any abnormality. 


Family 

On Sept. 14, 1956, the parents of case 2 could not be 
examined, but we examined his wife and two children. 

The wife did not feel ill. She was two months pregnant. 
On physical examination no abnormalities were found. The 
laboratory findings are shown in table 11. She was a carrier of 
hemoglobin-E trait. 

The elder child, a girl aged 3 years, had pure hemoglobin-E 
disease (see case 3). 

The second child, a boy aged 1 year, had rhinitis and was 
very often ill with pyrexia. He had had dysentery of undeter- 
mined etiology two months before examination. On physical 
examination he was found to be*somewhat dystrophic. The 





Fig. 4—Case 2: peripheral blood showing numerous target cells 
( = 837). 
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TABLE Il LABORATORY 


Age when examined (yr.) 

Hb (g. per 100 ml.) 

Red cells (millicns per c.mm.) 
Packed cell volume (%) 

Mean corp. volume (cpu.) 

Mean corp. hemoglobin (uug.) 
Mean corp. hemoglobin conc. 
White cells (per c.mm.) 
Differential count of white 
Reticulocytes (°%) ° 
Poikilo-anisocy tosis 
Basophil stippling 

Target cells .. 
Saline fragility : 


initial at 

complete at 

Hijmans van den Bergh reaction : 
direct/indirect ‘ 

Alkali-resistant hemoglobin | 

Heemoglobin analysis 

Urobilinuria 

Spleen enlargement. 

Liver enlargement 

Malaria 


, of total) 


laboratory findings are shown in table 1. In his feces no 
abnormalities were found. He was a carrier of hemoglobin-E 
trait. 

Case 3.—A girl, aged 3 years, daughter of case 2, was 
healthy. She was in a good nutritional state and very seldom 
ill. On physical examination no abnormalities were found. 
Her spleen and liver were not enlarged. Her heart and lungs 
were also normal. The laboratory findings are shown in table 
u. Her hemoglobin was within normal limits for her age. 
There was a clear microcytosis of the erythrocytes. The mean 
corpuscular hemoglobin was normal. The peripheral blood 
showed slight anisocytosis. Target cells were present but not 
so numerous as in her father’s blood. Basophil stippled cells 
were not found. The number of reticulocytes was not increased. 
A sickling test with 2% sodium metabisulphite was negative. 
No malarial parasites were found. The resistance of the 
erythrocytes to hypotonic saline solution was increased. 
Electrophoresis of the hemoglobin revealed hemoglobin E 
and a trace of fetal hemoglobin. The amount of alkali- 
resistant hemoglobin was 6% of the total amount. No 
abnormalities were found in the urine. The feces contained 
a few eggs of T'richocephalus dispar, no other parasites. 


Discussion 
It is not strictly permissible to describe a person as 
homozygous for a gene responsible for an abnormal 
hemoglobin unless the diagnosis by electrophoresis has 
been confirmed by a study of his family (Lehmann et al. 
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Fig. 5—Paper electrophoresis at pH 8-6 of hamoglobin of case 2, case 3, 
and family. 
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CASES 2 AND 3 AND FAMILY 
Case 2 Wife Case 3 — 
™ (daughter) 4 
36 21 3 1 
14°5 13-5 13-0 10-9 
6°57 5-15 6-20 4-91 
42-5 41-0 39-0 35-0 
64-7 79-6 62-9 71°3 
22-1 26-2 21-0 22-2 
34-1 32-9 33-3 31-1 
6300 10,000 7700 7250 
Normal Normal Normal Slight eosinophilia 
1:2 0-2 0-6 0-8 
Numerous Very rare Moderate Very rare 
0-40 0-44 0-40 00-44% 
0-20 0-32 0-24 0-24% 
Not increased Not increased “Kd Not increased 
1-5 0-6 6-0 1-6 
E A E E 


A+E 


1956, Chernoff et al. 1956). It is known that the labora- 
tory findings in sickle-cell/thalassemia disease may be 
indistinguishable from those found in homozygous sickle- 
cell disease. Analogous to this, certain cases of hemo- 
globin-E/thalassemia disease indistinguishable from 
homozygous hemoglobin-E disease might also be found. 
In such cases only study of the family would be conclusive. 

In none of the few cases of pure hemoglobin-E disease 
published up to now were both parents studied. There- 
fore the homozygosity of the cases was not entirely 
proved. 

In all three of our cases the diagnosis by electro- 
phoresis was pure hemoglobin-E disease. In case 1 the 
diagnosis was confirmed by a 
family study, both parents being 
carriers of hemoglobin-E trait, 
and no thalasszemia factor being 
found in this family. 


Case 2 


The parents of case 2 were 
not examined; in case 3 both 
parents were carriers of hemo- Case 3 
globin-E, but a thalassemia yw ¢ 


factor in the father could not be 
entirely ruled out. 

As one of us (Lie-Injo Luan 
Eng 1956) has pointed out, in 
comparing hemoglobin types one 
should compare them in similar 
conditions. The pure form of a hemoglobin type 
should not be compared with the trait form, because 
this can lead to a wrong conclusion (fig. 2). This 
especially important when one has to differentiate two 
hemoglobin types showing only a slight difference in 
mobility—e.g., hemoglobin E and hemoglobin C at 
pH 8-6. If one compares the mobility of the hemoglobin 
of case 1 with hemoglobin C found in the control trait 
hemoglobin C (fig. 2), the wrong conclusion could be 
reached that the hemoglobin found in case | was hemo- 
globin C. However, both parents and the grandmother 
of case 1, who were trait carriers of the abnormal] hemo- 
globin, had a pathologic component in their hemoglobin 
with exactly the same mobility as that of hemoglobin E, 
being slightly greater than that of hemoglobin C. How- 
ever, the relative mobilities seen on paper electrophoresis 
are not entirely constant, owing to factors which we do 
not yet understand. Small differences are therefore 
difficult to assess, and one must repeat the procedure 
several times before one can be sure of the constancy of 
the differences in relative mobility on paper electro- 
phoresis. Electrophoresis at an acid pH will help in 
making an accurate diagnosis. This has been pointed out 
by H. A. Itano (personal communication). Also at pH 
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Fig. 6—Pedigree of cases 
2 and 3. 
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6-5 one should compare hemoglobin solutions under 
similar conditions. We found that, at this pH, the pure 
form of hemoglobin E seems to have a mobility slightly 
greater than that of hemoglobin E found in the trait 
condition. Study by open-boundary electrophoresis is 
more accurate, but this method is available only: in a few 
laboratories and is impracticable for the mass survey. 

The clinical picture in case 1 resembled that described 
in the cases of Chernoff et al. (1956). She complained of 
easy fatigability and tiredness, her spleen and liver were 
slightly enlarged, and she had slight anemia. Case 2 
resembled the cases described by Lehmann et al. (1956). 
He was entirely healthy and led a very active life without 
any complaint. His spleen was only just palpable. There 
was not the slightest anemia. Case 3 also was healthy 
and had no anemia. In all our cases the blood showed 
microcytosis and the M.c.H.Cc. was normal. The resistance 
of the erythrocytes to hypotonic saline solution was 
increased. In all three cases there was no clear evidence 
of increased hemolysis. In cases 1 and 2 the amount of 
foetal hemoglobin was not increased. In all the published 
cases the amount of alkali-resistant haemoglobin was 
slightly increased, ranging from 2% to 6-4% of the total 
amount of haemoglobin (Chernoff et al. 1956, Lehmann 
et al. 1956). Case 1 had only a few target cells in her 
peripheral blood. Other workers have always found 
numerous target cells in the peripheral blood of cases of 
pure hemoglobin-E disease. 

The two other conditions associated with hemoglobin E 
in the blood are the trait hemoglobin E and hemoglobin- 
E/thalassemia disease. In a study of 15 families it was 
found by one of us (Lie-Injo Luan Eng 1956) that the 
heredity of hemoglobin E fits the theory that this gene 
is transmitted as a mendelian dominant factor, and 
that this gene is an allele of the gene for normal hemo- 
globin. Carriers of the trait are heterozygous for the 
gene for hemoglobin E. They are clinically asymptomatic. 
But hematological study of 36 carriers of hamogiobin-E 
trait by Chernoff et al. (1956) and of 44 by Lie-Injo 
Luan Eng (1956) revealed that many of the trait carriers 
showed slight microcytosis of the erythrocytes, and that 
the resistance of the red blood-cells to hypotonic saline 
solution was sometimes increased. 

The gene for hemoglobin E has been found in many 
countries in South East Asia and plays an important 
réle in this part of the world. The distribution of 
hemoglobin E in Asia has been discussed by Lehmann 
et al. (1956). In a survey of about 4000 samples of blood 
from different islands in Indonesia hemoglobin E was 
found on all the islands examined (Lie-Injo Luan Eng 
1956). On the island of Java the approximate incidence 
is 3%. On the island of Madura, however, the incidence 
is much higher—about 17% (Lie-Injo Luan Eng 
unpublished). ben 

Hemoglobin-E/thalassemia disease has been described 
especially by Chernoff et al. (1956) and by Lie-Injo 
Luan Eng (1956). Both clinical and laboratory findings 
were very variable. Different haemoglobin patterns 
namely, E + F, E + A, and E + A + F-—were found 
by Lie-Injo Luan Eng (1956). The syndrome was very 
like that found in Cooley’s anemia. 
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Cushing’s syndrome is usually associated with hyper- 
plasia, hyperfunction, or tumours of the adrenal cortex, 
whose secretions are responsible for the clinical and 
metabolic features of the disease. A few cases, however, 
have been described in association with carcinoma of the 
bronchus, pancreas, or thymus (Thorne 1952), cerebral 
lesions (Zondek 1923), diseases of the liver (Bongiovanni 
and Eisenmenger 1951), and tumours of the ovaries. 
The relation between the syndrome and these lesions is 
not understood. The patient whose case we report here 
suffered from Cushing’s syndrome and a carcinoma of the 
bronchus, and showed other unusual features which 
suggested the presence of a functioning carcinoid tumour. 


Case-report 

A woman, aged 55, was first seen by one of us (A. S. R.) 
at the Lagan Valley Hospital, in 
September, 1955, complaining of 
pustular spots on the legs and 
arms, and growth of hair on the 
face. Her menstrual periods had 
ceased 2 years previously and 
there were no past illnesses. Her 
mother had had diabetes mellitus, 
but there was no indication that 
this might have been due to 
Cushing’s syndrome. She had a 
stout body and thin limbs, and 
there were pads of fat in the supra- 
clavicular triangles, axille, groins, 
and cervico-dorsal region. There 
were no red striz# on the skin, but 
3 weeks later one appeared on 
the abdomen and after another 10 
weeks. there were several. The 
blood-pressure at this time varied 
between 155/80 and 175/90 mm. 
Hg. 

She was regarded as an early case 
of Cushing’s syndrome and admit- 
ted to the Royal Victoria Hospital, 
Belfast, on Jan. 6, 1956. In addi- 
tion to the previous complaints, 
she mentioned diarrhea and 
swelling of the ankles and said 
that her hair had become darker 
and had been falling out for 6 
months. On questioning she said 
that her face had become fatter 
in the past few months and that 
she was a little short of breath 
on exertion. 

On examination (see figure) the 
face was rounded, the cheek had a cyanosed flush, and there 
was moderate hair-growth on the upper lip, sides of face, and 
chin. An acneiform rash was present over the limbs and 
abdomen and there were several purple strie on the abdomen. 
There was marked thoraco-lumbar kyphosis and the blood- 
pressure was 170/100 mm. Hg. Dullness and decreased air- 
entry were found at the base of the right lung. The liver 
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was enlarged three finger-breadths below the costal margin : 
it felt hard but was neither nodular nor tender. There was no 
ascites, and the clitoris was not enlarged. 


Investigations 

In September, 1955, X-ray films of the pituitary fossa 
and intravenous pyelography were normal, and thers was 
normal density of the thoracic spine. The 17-ketosteroid 
excretion was 5-6 mg. in 24 hours; in December it was 
1-8 mg. 

In January, 1956, the patient had heavy glycosuria but 
no ketonuria. X-ray films of abdomen and excretion urography 
were normal, as were films of the skull and the rest of the 
skeleton. Films of the chest showed a large rounded mass 
projecting from the hilum of the right lung and compressing 
the right main bronchus. Tomograms and bronchoscopy 
(Mr. H. M. Stevenson) suggested a bronchogenic cyst. We 
assumed that this mass was responsible for the chest signs 
but had no other significance. A barium meal revealed a small 
ulcer in the region of the pyloric antrum. Presacral insufflation 
of oxygen and tomography showed adrenal shadows of normal 
size and shape. The blood-sugar was 153 mg. per 100 ml. 
in the fasting state, and rose to 344 mg. 2 hours after ingestion 
of 50 g. of glucose. The peripheral blood picture was normal. 
The serum-potassium was 2 m.eq. per litre, and the serum- 


bicarbonate 37 m.eq. The hypokalemia was sufficient to 
produce T-wave changes in the electrocardiogram. Liver- 


function tests revealed an alkaline phosphatase of 23 King- 
Armstrong units and serum-bilirubin of 1-3 mg. per 100 ml. ; 
but the thymol turbidity and zinc sulphate flocculation 


tests were normal. A 6-day corticotrophin-stimulation 
test (Prunty 1956) gave a normal resting value ond rise 
for 17-ketosteroids. The resting level of 17-ketogenic 


steroid excretion was normal, but no rise occurred after 
corticotrophin. 

Finally, peritoneoscopy (R. B. W.) showed that the liver 
was largely replaced by bluish nodules of tumour. Biopsy 
showed these to be anaplastic carcinoma, the source of which 
could not be identified. 

Progress 

In the month after admission a few purpuric spots appeared 
on the trunk and the diarrhéea subsided. On the night of 
Feb. 4, she suddenly developed acute dyspnoea and retro- 
sternal pain. There was bronchospasm and generalised moist 
sounds were heard throughout both lungs. The temperature 
was 104-5'F and the pulse irregular, the rate varying from 
120 to 160 per min. A myocardial infarct seemed the probable 
explanation of what was thought to be acute left ventricular 
failure, but next morning her dyspneea and bronchospasm 
had disappeared, and an electrocardiogram yielded no evidence 
of infarction. The purpurie rash on her abdomen became more 
profuse. Her temperature remained at about 105°F for the 
next 2 weeks. 2 days after this attack her diarrhoea returned, 
and it remained severe for 3 weeks. She passed 7-10 
watery stools daily, without blood or mucus. Ascites 
developed very rapidly over the next few days but then 
gradually subsided. Her abdominal striae became less marked. 

Urine taken 3 days after this attack contained 5-hydroxy- 
indole acetic acid (5-H.1.A4.A.), identified by paper chromato 
graphy (Prof. D. C. Harrison). The amount was greater than 
normal, but less than is usual with a functioning carcinoid 
tumour. After intravenous injection of 10 ml. of 10°, alcohol 
another specimen of urine showed a slightly greater amount 
of 5-H.1.A.A, On questioning the patient again, we found 
that she had noticed flushing attacks for 2 months before 
admission. These attacks involved her whole body, lasted 
about a minute, and came on after meals. During her stay 
in hospital, however, there were no attacks of flushing. 
These findings suggested the presence of a functioning carci- 
noid tumour, but there was no clinical evidence of pulmonary 
or tricuspid stenosis. Cardiac catheterisation was attempted 
but was unsuccessful. 

She continued to have attacks of dyspneea at night, although 
never as severe as the first; but otherwise she seemed to be 
improving and getting stronger. However, she died on 
April 8 after a few hours’ coma, 


Post-mortem Examination 

\ spherical tumour, 4 cm. in diameter, was found at the 
hilum of the right lung. The bronchus and pulmonary artery 
were in close relationship, but were not involved. On section 
the tumour was unencapsulated and fleshy in consistence. 
There were a few hemorrhagic areas. No other tumour was 
found in the lungs. 
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The liver was much enlarged and contained numerous 
metastatic tumour nodules (diameter 3 mm. to 3 cm.) many 
with hemorrhages. There were tumour deposits in the 
lymph-nodes of the porta hepatis and the para-aortic 
region. 

In spite of a careful search no tumour deposits were found 
elsewhere. In the heart, no endocardial thickening was evident, 
and the valve-cusps were everywhere thin. The endocrine 
glands appeared normal. 

Microscopy.—The tumour in the lung was a carcinoma. 
The cells ranged from the rather small ovoid cell seen in the 
so-called oat-cell carcinomas to more definite polyhedral 
epithelial cells with more copious cytoplasm. In the liver 
these latter cell-types formed the bulk of the metastases, 
and in some areas definite, though rudimentary, glands were 
found. 

Sections of the pituitary and adrenals showed no lesions. 
Crooke’s hyaline change was absent in the basophils of the 
anterior lobe. 

Discussion 

This case has two features of interest: first, the 
co-existence of Cushing’s syndrome and _ bronchial 
carcinoma ; and secondly, the presence of symptoms 
and signs suggesting a malignant carcinoid tumour. 

Only three cases of Cushing’s syndrome associated 
with bronchial carcinoma have been reported previously 
(Brown 1928, one case; Thorne 1952, two cases). In 
all of these the tumour was an oat-cell carcinoma. The 
pituitary was normal in one, enlarged in one, and the site 
of metastases in the third. The adrenal cortices were 
normal in one and hyperplastic in two. The livers of 
two were extensively involved by metastases, and that 
of the third showed central congestion and necrosis 
of the lobules. 

In our patient, as in Thorne’s two cases, the liver was 
extensively invaded. However, the brain, pituitary, and 
adrenals were normal. This was an unexpected finding, 
since in all the reported cases of Cushing’s syndrome 
associated with carcinoma of the thymus or pancreas, 
and in two of the three described above with carcinoma 
of the bronchus, the adrenal glands were hyperplastic. 
In the absence of adrenal hyperplasia the features of 
Cushing’s syndrome in our patient are difficult to explain. 
They might be attributed to failure of a heavily infiltrated 
liver to inactivate the adrenal cortical hormones ; 
but if this were so, one would expect to see Cushing's 
syndrome more often in severe liver disease. Moreover, 
the patient described by Brown had all the features of 
Cushing’s syndrome but no metastatic involvement of 
the liver by the bronchial carcinoma. There is no evidence 
that bronchial carcinomas are hormonally active, although 
Jepson (1956) has reported a case without features of 
Cushing’s syndrome in which the 17-ketogenic steroid 
excretion was extremely high. 

In our patient, a few weeks before her death, the 
abdominal striz became less prominent and the purpura 
and acneiform skin rash disappeared. The case may 
therefore have been one of ‘ transient Cushing’s syn- 
drome’ (Zondek 1923), resulting from hypothalamic 
dysfunction (Zondek and Leszynsky 1956). A raised 
intracranial pressure may be associated with Cushing’s 
syndrome, as in cases of meningioma in the region of 
the cervical cord (Heinbecker 1944) or cerebellar astro- 
cytoma (Crispell and Parson 1952). The syndrome may 
disappear after the intracranial hypertension has been 
relieved. The prolonged hyperpyrexia in our patient 
was another feature which might have been caused by 
hypothalamie dysfunction. There is, however, no direct 
evidence for this hypothesis. 

The syndrome associated with malignant carcinoid 
tumour (argentaffinoma)—namely, flushing attacks, diar- 
rhea, asthma, right-sided valvular heart lesions, and 
hepatomegaly—is becoming well known; but cases 
exhibiting some or all of these features have been reported 
with carcinoma of various organs in the absence of a 
carcinoid tumour (Arnett and Long 1931, Cassidy 
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1931, 1934, Weber 1943, Rosenbaum et al. 1953). 
However, carcinoid tumours are often associated with 
carcinoma in other parts of the body (Pearson and 
Fitzgerald 1949, McKusick 1956), and a carcinoid may 
have been overlooked in some of the patients with 
symptoms suggestive of its presence. In our case a careful 
search was made at necropsy, but no carcinoid tumour 
was found. 

Estimation of 5-.1.4.A. (a metabolite of 5-hydroxy- 
tryptamine) in the urine is now generally regarded as 
the most useful test for the presence of a carcinoid tumour 
and is thought to be specific. Two 
of carcinoma, however, have been reported 
(one of the breast and one of the larynx) 
{Clerc-Bory et al. 1954) in which urinary I 
chromatograms showed abnormally large 


cases 
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UTERINE MYOMA AS A HEREDITARY 
DISEASE 


L. E. WEAR 
M.B. Leeds, D.C.H. 
GENERAL PRACTITIONER, CREWKERNE, SOMERSET 
UTERINE fibromatosis is not usually considered to be 
hereditary, but the occurrence of uterine fibroids in more 
than one member of a family has occasionally been 
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amounts of .5-H.1.4.A. It was not stated 
whether the livers were involved by tumour 
or not. In a small series of cases of gastro- 
intestinal carcinoma with liver metastases 
(Snow et al. 1955), a slightly raised excretion 
of 5-H.1.4.A. was reported, but the levels 
were much lower than those found in cases of 
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thalignant carcinoid by the same authors. 
In another series of cases of carcinoma with 
metastases in the liver the urinary excretion 
of 5-H.1.A.A. was normal (Haverback et al. 
1956). 

In our patient, a slight excess of 5-H.1.A.A. was found 
in the urine. The liver was extensively infiltrated by 
metastases from a bronchial carcinoma, but no carcinoid 
tumour was discovered. We conclude therefore that 
increased urinary excretion of 5-H.1.4.A. may ocer with 
malignant tumours other than carcinoid. 


Summary 
The case is reported of a woman of 55 with a carcinoma 
of the bronchus. She presented the clinical features of 
transient Cushing’s syndrome and had some symptoms 
suggestive of a carcinoid tumour. There was a slight 
excess of 5-H.1.4.A. in the urine, but a carcinoid tumour 
was not found at necropsy. 


We are grateful to Prof. J. H. Biggart for his advice on the 
pathological findings, to Prof. D. C. Harrison for the estima- 
tion of 5-H.1.A.A., to Mr. H. M. Stevenson for the broncho- 
scopy, and to Mr. R. G. Wood for the photograph. 


ADDENDUM 
Since this article was submitted; Boyland et al. (1956) 

have reported the detection of small amounts of 5- 
H.1.A.A. in the urine of patients with carcinoma of 
bronchus and other sites, following the ing st.on of 2 g. 
of l-tryptophan. In these patients significant amounts 
of 5-H.1.A.A. were not apparently found unless trypt- 
ophan had been ingested, although this is not definitely 
stated in every case. 

REFERENCES 
Arnett, J. H., Long, C. F. (1931) Amer. J. med. Sci. 182, 212. 
— A. M., Eisenmenger, W. J. (1951) J. clin. Endocrin. 


Boyland, E., Gasson, J. E., Williams, D. C. (1956) Lancet, ii, 975. 

Brown, W. H. (1928) Jbid, ii, 1022. 

Cassidy, M. A. (1931) Proc. R. Soc. Med. 24, 139, 920. 

(1934) Ibid, 27, 220. 

Clerc-Bory, M., Pachéco, H., Mentzer, C. 
Paris, 238, 525. 

Crispe!l, K. R., Parson, W. (1952) Amer. J. Med, 13, 247. 

Haverback, B. J., Sjoerdsma, A., Terry, L. L. (1956) New Engl. 
J. Med, 255, 270. 

Heinbecker, P. (1944) Medicine, 23, 225. 

Jepson, R. P. (1956) Personal communication. 

McKusick, V. A. (1956) Bull. Johns Hopk. Hosp. 98, 13. 

Pearson, C. M., Fitzgerald. P. J. (1949) Cancer, 2, 1005. 

Prunty, F. T. G. (1956) Brit. med. J. ii, 615, 673. 

Rosenbaum, F. F., Santer, D. G., Claudon, D. B. 
clin. Med. 42, 941. 

Snow, P. J. D., Lennard-Jones, J. E., Curzon, G., 
(1955) Lancet, ii, 1004. 

Thorne, M. G. (1952) Guy’s Hosp. Rep., 101, 251. 

Weber, F. P. (1943) Med. Pr. 210, 219. 

Zondek, H. (1923) Die Krankheiten der endocrinen Driisen, Berlin, 
p. 37 


(1954) C.R. Acad. Sci., 





(1953) J. Lab. 


Stacey, R. 8. 






of 


— "Leszynsky, H. E. 


(1956) Brit. med. J. i, 197. 





O Normal Female 
@ Affected Female 
? Evidence about Fibroids doubtful 


Pedigree. 


Aged less than 15 yr. 


Lockyer (1918) stated : ‘* It is certainly striking hew fibroids 
run in families. A patient of my own is one of five sisters, 
four of whom have had uterine myoma, and the fifth refuses 
investigation but is thought to be similarly afflicted.” 

Lagrona-Weiil-Hallé (1950) described two sisters, aged 19 
and 22, with identical clinical features due to multiple small 
intramural uterine fibroids. No family history was given. 


All the affected members of the family described here 
that I have managed to talk to had large uterine fibroids 
which produced a palpable abdominal tumour but no 
abnormality of the menstrual cycle. They remained 
undiscovered until either they complicated a pregnancy 
or the abdomen was examined for some other reason. 


The Family 

Generation Iv (see figure) are all aged less than 15 
and are excluded from the present survey. At least 9 
of the 15 females in generations 1-111 have had uterine 
fibroids. I have talked to 5 adult members of the family 
independently, and all of these named the same relations 
as having had uterine fibroids ; I have personally attended 
3 of these patients, and 2 other cases were confirmed by 
the patient’s own doctor. 

A typical case is that of 11.3: 

During a routine examination while she was in bed with 
influenza in March, 1956, a firm abdominal swelling extending 
up to the umbilicus was palpated. That this was causéd by 
several uterine fibroids was confirmed on bimanual examina- 
tion. The menses were regular and normal in amount. At 
operation in August, 1956, one large intramural fibroid and 
two medium-sized subserous fibroids were found, and subtotal 
hysterectomy was done. 

Discussion 

1.1 in the first generation had 7 children before under- 
going a hysterectomy at the age of 44. This is an unusual 
number for a diseased uterus to bear. Usually there are 
no, or only 1 or 2, children of a mother with uterine 
fibroids, as in generation 1. This fact makes the disease 
self-limiting by reducing the number of progeny. 

Uterine fibroids are rarely discovered before the fourth 
or fifth decade of life and even then may go unnoticed 
and symptomless. It is therefore difficult to piece 
together a full hereditary picture; some with fibroids 
may be missed, particularly if they are unmarried or 
childless. 

From the family tree it looks as if the condition may 
be transmitted through males as well as females: 11.4, a 
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man, has a daughter (111.6) with fibroids. This might 
explain the occurrence of uterine fibroids in daughters of 
fibroid-free mothers and in women with no apparent 
family history of uterine fibroids at all. 

The presence of uterine myomas in three generations 
strongly suggests a dominant mendelian inheritance of a 
sex-limited type, the condition being confined to females. 
There may be an instance here of the skipping of a 
generation, because 11.10, herself apparently normal, has 
transmitted the gene from her father, 1.4, to her daughter, 
111.10. 

A sine qua non of dominant genetic inheritance is the 
presence of the genetic trait in one or other parent ; but, 
in a condition necessarily limited to females such as this, 
it appears to be possible to have normal parents with an 
affected daughter when the gene is transmitted through 
the male. 

There was no consanguinity. 


Summary 

A family is described in which there is a high incidence 
of uterine myomas. 

The condition appears to be due to a dominant gene 
transmitted both by men and women, but of necessity 
expressed only in the latter. 

My thanks are due to Dr. J. A. Fraser Roberts for his 
valuable comments on this pedigree. 
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Preliminary Communication 


THE ELECTROCARDIOGRAM AFTER 
EXERCISE IN THE DETECTION OF LATENT 
CORONARY-ARTERY DISEASE IN R.A.F. 
PERSONNEL 

Tue early and accurate diagnosis of coronary-artery 
disease, with all that it implies, is particularly important 
in pilots and aircrew. However, it is well known that in 
many patients suffering from angina pectoris the diagnosis 
has to be made on the history alone without support from 
physical examination or the resting electrocardiogram 
(g.c.G.). Thus, approximately a third to a half of patients 
with angina, pectoris due to coronary-artery disease have 
normal resting £.Cc.G.s; if those who have hypertension, 
or have had prolonged attacks of chest pain are excluded, 
the figure is higher.!? The £.c.G. after exercise has been 
used as an aid in the diagnosis of suspicious chest pain 
for more than twenty years with varying efficacy and 
safety.? In this study the technique and criteria of Wood 
and his collaborators! have been followed, since their 
results seem to correlate best with clinical findings. 

This work was undertaken (a) to delineate further the 
normal electrocardiographic response to exercise; and 
(b) to investigate the possibilities of the effort test in the 
diagnosis of ischemic heart-disease before the develop- 
ment of symptoms. Although Wood’s experience with 
his control series! suggested that the effort test might be 
put to this purpose, no report of such a study is known 
to have been published. 


MATERIAL 


This consisted of 540 healthy male R.A.F. personnel 
between the ages of 19 and 54. The sample over the age 
of 40 was obtained in a slightly different way to that 
under the age of 40. It contained, for example, fewer 


1. Wood, P., McGregor, M., Magidson, G., Whittaker, W. Brit. 
Heart J. 1950, 12, 363. 

2. Wade, E. G., Morgan Jores, A. Ibid, 1951, 13, 319. 

3. Seherf, O., Schaffer, A. 
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officers than the younger group. It is hoped to eliminate 
any possible errors due to this difference in sampling in a 
further study. A preliminary interrogation, physical 
examination, chest radiograph, and resting £.c.«G. (I, II, 
IIT, IIIk, aVR, aVL, aVF, V,_,) were done in each ease on 
the day of the effort test, and any subject with symptoms 
or signs of disease or an abnormal resting E.C.G. was 
excluded. The interrogation was directed particularly 
at excluding those with any suspicion of cardiac pain. 
METHOD 

The effort test consisted in twice running down and 
up a staircase of 66 steps, each 10 in. high, the subject 
choosing his own pace.* All men over the age of 50, and 
47 men between 40 and 50, performed a single trip of 66 
steps. The time taken to complete the test was recorded 
by stop-watch in each case, so that the effect of rate of 
exertion could be studied. Leads I, II, III, Vy, V;, and,V., 
were recorded 1'/, min., 3 min., and 6 min. after,,the 
completion of exercise. A Philips direct-writing electro- 
cardiograph (*‘ Cardioluxe ’) was used throughout. 


RESULTS 

None of the subjects experienced chest pain during or 
after exertion. 473 of the post-exercise E.C.G.8 were 
normal (group A). The remainder (67 cases) showed 
(1) flat or sagging depression of the Rs—T segment 0-5 mm. 
or more below the level of PQ with deformity or inversion 
of the T wave (subsequently referred to as ‘ organic- 
type’ rs—T depression); or (2) biphasic, isoelectric, or 
inverted T waves without Rs—T depression (subsequently 
referred to as isolated T-wave changes). Cases in which 
these changes occurred in lead III only were classified 
with group A. So were cases in which a depressed Rs—T 
junction sloped up to a normal T wave.' 55 of these 67 
cases were studied on a second occasion after the lapse of 
weeks or months: in 44 the changes noted on the first 
occasion were confirmed ; in 11 cases the second post- 
exercise E.C.G. was normal; and in a further 3 cases the 
changes on both occasions were doubtful (these were 
classified separately in group C) (table 1). The anomalies 
in the 53 cases finally classified in group B are set out 


TABLE I ABNORMAL E.C.G.S 
{ 
Group C % 
Age : — : (doubtful or 
(years) No. of cases Group B inconsistent 
anomalies) 
4 —— 


4 (13%) 


19—39 300 16 (56-3%) 


40-54 240 37 (15°4%) 10 (4-2%) 


according to age in table mn. To exclude anemia as a 
possible cause of the changes in groups B and C, a hemo- 
globin estimation was done in every case; no evidence 
of anzemia was found. 


GROUP B AND AGE 

The £.c.G.s classified in columns 3, 4, and 5 (table m) 
are ‘‘ abnormal ’’ according to Wood's criteria. Those in 
columns 2 and 6 are ‘‘ borderline.’’ Columns 3 and 4 
represent cases with changes identical with those previously 
described as due to myocardial ischemia. The significance 
of isolated T-wave changes without Rs—r depression is 
less certain‘; many of the tracings in this group were 
similar to those illustrated in Wasserburger’s study on 
the effect of hyperventilation in patients with anxiety.® 
It is interesting that organic type Rs—tT depression is 
commoner at the older than the younger ages (as I have 


* This study dealt with symptomless men. Patients with chest 
pain should be exercised with discretion. It is generally 
agreed that it is unsafe to exercise patients with abnormal 
resting E.C.G.s. 

4. Mattingly, T. W., Faucher, P. S., Bauer, F. L., Robb, G. P. 
Report from U.S. Army Medical Service Graduate School, 1954. 

5. Wasserburger, R. H., Lorenz, T. H. Amer. Heart J. 1956, 51, 666. 
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TABLE II--GROUP B SUBDIVIDED ACCORDING TO TYPE OF 
ANOMALY OF RS-T COMPLEX 
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19-39 300 1 (0-3%)) 2(0-7%)| 5(21-7%)\ 7 (2-3%)| 1 (0-3%) 


40-54 240 11 (46%) 3 (1-2%)' 15 (6-2%) 4(1:7%)) 4 (17%) 


said, further work is being carried out to determine 
whether this difference is due to age or to the fact that the 
two samples of men were derived in different ways). On 
the other hand, there is no such increase in isolated T-wave 
anomalies over the age of 40. 
: GROUP B AND OTHER FACTORS 

There was no significant difference between group A 
on the one hand, and groups B and C on the other, in 
respect of (1) the resting heart-rate, (2) the heart-rate 
11/, min. after exercise, (3) the rate of completion of the 
exercise test, and (4) degree of athletic training in the 
three months before the exercise test. 


FAMILY HISTORY 


In 529 cases the family history was recorded before the 
effort test was performed. In 12 cases, all in group A, 
the family history is unknown; in 6 the man had been 
adopted by foster parents and did not know the fate of 
his family. The remainder were the first 6 consecutive 
eases in the series in which, owing to an oversight, no 
details were recorded. In table m1, column 2 shows 
the number of families in groups A, B, and C in which 
at least 1 relative (father, mother, brother, or sister) 
had suffered from coronary thrombosis or angina 
pectoris, or had ‘‘ dropped dead.’’ In columns 3 and 
6 these two groups are listed separately. It will be 
seen that the incidence of positive family histories is 
consistently higher in group B than in group A. The 
total number of sibs per family in the two groups is 
comparable. Within group B, 7 of the positive family 
histories occurred in the 37 cases with Rs—T depression 
other than in Jeads II and III alone (mean age 42-3) and 
| positive family history in the 11 cases with isolated 
T-wave changes (mean age 35-3). 


TABLE III-—FAMILY HISTORY 
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PROVISIONAL CONCLUSIONS 


In a highly selected series of 540 clinically healthy 
males so far studied, 53 show a deviation from the usual 
electrocardiographic response to exercise. In 11 of these 
the anomaly consists of isolated T-wave changes without 
RS-T depression. If 5 cases in which the rs—rT depression 
is restricted to leads 11 and 111 are excluded, there remain 
37 cases with ‘‘ organic type ’’ RS—T depression identical 
in pattern with that found in myocardial ischemia ; in 20 
of these the Rs—T depression is 1 mm. or more. Prelimin- 
ary analysis suggests (1) that ‘‘ organic-type’’ Rs-—T 
depression is commoner over the age of 40 (this does not 
extend to cases with isolated T-wave anomalies); (2) 
that coronary occlusion, angina pectoris, and sudden 
death may be commoner in the blood relatives of subjects 
with an abnormal £.c.c. after exercise than in the 
relatives of those with normal tracings. The relationship 
of the anomalies in the post-exercise tracings of group B 
to latent coronary-artery disease remains to be proved, 
but it is felt that the evidence is sufficiently suggestive 
to make further study and an extended follow-up worth 
while. 

CHOLESTEROL AND LIPOPROTEIN ESTIMATIONS 


By courtesy of Prof. Sir Charles Dodds _ blood 
studies have been carried out by Dr. G. L. Mills at the 
Courtauld Institute of Biochemistry in 45 subjects in 
group A and 33 in group B. The results have not yet 
been analysed. 

I wish to thank Air Marshal Sir James Kilpatrick, director 
general of medical services, R.A.F., for permission to publish 
this report; Air Commodore C. A. Rumball, consultant in 
medicine, R.A.F., and Dr. D. Evan Bedford, civilian consul- 
tant in cardiology, R.A..F, for help and guidance ; Prof. A. 
Bradford Hill, F.x.s., for statistical advice ; and the officers 
and airmen of the R.A.F. for their cheerful coéperation. 


E. D. ACHESON 
Central Medical Establishment, 


R.A.F., and Middlesex Hospital, . eee Oxfd, aBOP. 
London, W.1 Flight-Lieut., R.A.F.V.R. 


Medical Societies 


HEBERDEN SOCFETY 


THE annual meeting of this society was held in London 
on Dec. 14 and 15, under the presidency of Dr. ERNEST 
Fietcuer. There follows a short report of the scientific 
proceedings. 

SUBLUXATION OF THE NECK IN ANKYLOSING SPONDYLITIS 


Dr. J. SHarp and Mr. D. W. Purser (Manchester) 
called attention to the risk of spontaneous subluxation 
of the atlas on the axis in patients with ankylosing 
spondylitis. Their first patient died with a spastic 
tetraplegia, and a photograph at necropsy showed vividly 
the protrusion of the odontoid process into the spinal 
canal when the head was flexed on the neck, with con- 
sequent pinching of the cervical spinal cord. Since then 
they had recognised 9 further cases of this subluxation 
during life and certain features emerged. The patients 
were all males, ages ranging from 31 to 64; in all of 
them the spondylitis was severe and of long duration 
and there was little or no residual normal spinal move- 
ment. Most of them had severe lumbodorsal flexion 
deformities. In 1 patient a prominent presenting 
symptom was the increasing difficulty of shaving under 
the chin because of the falling forward of his neck. 
Later he developed twitching and weakness of his limb 
muscles, with three episodes of complete paralysis which 
followed attempts at bending down. He needed treat- 
ment in an iron lung at one stage, but eventually made a 
complete recovery when the cause was recognised and 
the neck fixed in extension. It was important to note 
that this patient and 4 others had minor cervical sub- 
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luxations below the atlanto-occipital joint. Radio- 
logically the latter were less easy to miss on ordinary 
cervical films, and might be blamed for the symptoms. 
The atlanto-axial subluxations, on the other hand, were 
best demonstrated by taking lateral films in flexion and 
extension, and were clearly the cause of the neurological 
symptoms. Other patients presented with ‘* painful 
instability ’’ of the neck. One, for example, with largely 


‘* burnt-out’’ spondylitis of twenty years’ duration, 
began to have pain in his neck which forced him to 


support his chin in his hands while riding in a ear. 
Some presented with severe pain in the neck or oceipital 
region. 

Dr. Sharp and Mr. Purser now regarded the presence 
of neurological changes as an indication for 
operative cervical fusion. 6 patients who have so far 
been treated in this way have lost their symptoms. 
Signs of cord damage, if any, have proved almost wholly 
reversible. They suspected that this complication of 
ankylosing spondylitis was more common than was 
generally thought, and urged its early recognition, in 
order to relieve pain, to protect the cervical cord before 
irreversible changes occur, to ensure that such necks are 
not subjected to manipulation, and to spare the patient 
from X-ray treatment that might be given if the neck 
pain was assumed to be due to a recurrence of activity 
of the spondylitis. 


absolute 


UNEXPECTEDLY RAISED SEDIMENTATION-RATES 


Dr. B. M. ANSELL and Dr. E. G. L. Bywaters (Post- 
graduate Medical School, London) reported that out of 
several hundred routine sedimentation-rates done on 
outpatients when first seen at a rheumatism clinic, there 
were 51, in a three-year period, where the result was 
unexpectedly high and did not seem to correlate with 
the clinical findings. In 31 of these this rate was elevated 
on two or more occasions, and these 31 patients had 
been recalled for extensive further investigation. Most 
of the patients in whom a diagnosis could eventually be 
made proved to have rheumatoid arthritis, although in 
some the progression of the disease was unusual. One, 
for example, had presented with no more than persistent 
codema of the feet and high £.s.r. Later she had attacks 
corresponding to palindromic rheumatism. After two 
years, arthritis became constant, erosions appeared in the 
joint radiographs, and the differential agglutination test 
(D.A.T.) became positive. Another patient with mild 
articular symptoms and asthma developed myeloma- 
tosis. In another the raised £.s.R. was due to circulating 
cold agglutinins. In only 1 was the raised £.s.R. explained 
as the result of unrecognised malignant deposits. Finally, 
in a few patients no cause was found, and in some of 
these the sedimentation-rate was still raised. 


SACRO-ILIAC JOINTS IN ANKYLOSING SPONDYLITIS 


Dr. J. Forestier (Aix-les-Bains) reviewed his cases of 
ankylosing spondylitis in the light of Gilbert Scott’s 
hypothesis that the disease was one of inevitable pro- 
gression ceasing only when the sacro-iliac joints were 
fused. He could not support this, and found that the 
disease might arrest at any stage, or alternatively active 
spinal disease could be present when the sacro-iliac 
joints were fused. 


DIURNAL VARIATION IN HAND GRIP 


Dr. V. Wricut (Leeds) had studied the daily variation 
in the strength of hand grip. There was a diurnal rhythm 
in normal subjects, the grip being weakest about 6 A.M., 
rising sharply to a maximum at about 9 A.Mm., after which 
it stayed more or less constant until a slow decline set in 
about 2 p.m. This was not related to blood-sugar levels, 


but there was parallel variation in the body-temperature 
and inverse variation in the count of circulating eosino- 
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phils; and all three probably reflected the normal 
rhythm of intrinsic adrenocortical activity. It took 18 
days, however, before the administration of cortico 
trophin to a normal subject abolished this daily variation, 
and the normal pattern was soon restored when the dose 
was reduced. Patients with rheumatoid arthritis (unless 
their hands were severely deformed) also showed this 
variation of grip, but (in contrast with the findings in 
normal subjects) the variation was quickly and strikingly 
abolished when effective doses of corticotrophin were 
given. Wax baths to the hands and injections of pitressin 
had no influence on the diurnal variation. 

CORTISONE AND 


SODIUM-RETAINING PROPERTIES OF 


PREDNISONE 


Dr. ANSELL had used the technique of giving by mouth 
isotope sodium (??Na) chloride to measure total body- 
water and the turnover-rate of body-sodium. Readings 
were made with the subject in a total-body counter, 
and the radioactivity of a single specimen of urine was 
measured. Several experiments confirmed the validity 
of the method, after which it was shown that cortisone 
caused a delay in the turnover of body-sodium in patients 
with rheumatoid arthritis. Prednisone (deltacortisone) 
had no such effect in equivalent doses; indeed the 
sodium-retaining action of cortisone was abolished when 
prednisone was given concurrently. 


PHYSIOTHERAPY 


Dr. J. S. LAwRENCE (Manchester) gave details of the 
results of physical therapy in miners attending a diag- 
nostic and rehabilitation clinic. Seventeen different 
treatments were allotted according to a rota and were 
continued until the patients recovered or ceased to 
improve. He measured his results in terms of the 
palliation of symptoms, the disappearance of abnormal 
physical signs, and the time it took for the patient to 
return to work; and he had analysed them according 
to the underlying disease process. Only in osteo- 
arthritis and degenerative disc disease did treatment 
materially improve the disability, and of the treatments 
given only infra-red irradiation and saline or citrate 
ionisation gave seemingly significant advantage over 
placebo treatments. Rheumatoid-arthritis patients were, 
if anything, made worse by prescribing active or passive 
movements. 


IN THE RHEUMATIC DISEASES 


LABORATORY STUDIBS 


Dr. H. J. Grpson and Mr. N. R. Line (Bath) had 
investigated the streptococcal hemagglutination test. 
The antigen in this test was a combination of a non- 
specific polysaccharide (which could be extracted from 
filtrates of cultures of many gram-positive organisms, 
including streptococci) and human red cells. The anti- 
body was of widespread distribution, was present at 
birth, disappearing at six months, then reappearing with 
increasing age. It was present in all body-fluids, it fixed 
complement, and it caused the agglutination of the 
treated red cells. The apparent serum titre of this 
antibody was often outstandingly high in rheumatoid 
arthritis, but did not always correlate with the differential 
agglutination test (D.a.T.). They showed that the titre 
in the streptococcal agglutination test depended on two 
factors, one of which could be absorbed from the serum 
and which they thought was the antibody. The other 
factor was an augmentor which was probably responsible 
for the high titres in rheumatoid arthritis, and it seemed 
likely that this augmentor was allied to, if not identical 
with, the substance responsible for positive agglutination 
in the D.A.T. 

Dr. Barucn BitumperG and Dr. A. G. OGsTon 
(Oxford) had studied the effect of crystalline papain on 
the hyaluronic-acid/protein complex which could be 
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isolated from ox synovial fluid by ultrafiltration. The 
protein was essential to the physical properties of the 
complex, and could be almost entirely removed by this 


enzyme. The solution of this complex exhibits an 
anomalous viscosity which is lost after digestion. 


Trypsin and chymotrypsin were ineffective, and various 
control experiments showed that the action was not due 
to the contamination of the-enzyme with lysozyme. It 
was possible from the viscosity measurements to calculate 
the molecular weight and size of the digested hyaluronic 
acid. 

The Heberden Oration 


In the 1956 Heberden Oration, Prof. R. E. TUNBRIDGE 
(Leeds) discussed the connective-tissue system. The 
three essential elements of the system were cells, fibres, 
and ground substance. Recent work from the King’s 
College group had shown that there were probably three 
types of fibroblast or fibrocyte. Characteristic of these 
were intracytoplasmic granules which stained meta- 
chromatically, contained about 30° of protein, and were 
rich in hexosamine. The granules were either the 
immediate precursors of collagen fibril formation or were 
tn some other way intimately related to it. The function 
of the mast cells was still not known with certainty. 
Probably they stored heparin, and in addition they 
might be concerned with the synthesis of hyaluronic 
acid and also with local histamine release. There was at 
present no acceptable evidence for an elastoblast. Under 
the light microscope three types of fibre had been 
differentiated—collagen, elastin, and reticulin. But there 
were fallacies in the histochemical techniques, since 
altered collagen might stain like elastin, and reticulin, 
which was differentiated mainly on its silver staining, 
could be shown under the electron microscope to contain 
collagen fibrils. 

A characteristic feature of collagen was its periodic 
banded structure with 640 A spacing. At least 10 sub- 
bands had been demonstrated. Collagens from different 
animal sources might show different periodicity. Fetal 
collagen might occur in sheets rather than fibres (its 
periodicity was still apparent), and Keech had shown 
that the fibril width increased with age. Indeed there 
was a characteristic fibril width for different tissues. 
Other differences in collagen fibrils could be demons- 
trated by silver staining, which could either be a uniform 
surface coating of the fibril, as in scleral collagen, or 
internal staining of certain of the bands—a feature of 
ageing collagen. Wyckoff had shown that the fibrils 
were tubular. Collagen contained more lysine, hydroxy- 
lysine, and arginine than elastin, which was richer in 
valine and leucine. There was evidence that the small 
amount of carbohydrate in collagen was not just a con- 
taminant. Gross had illustrated the interesting variations 
in the structures formed when collagen was precipitated 
from solution in vitro. 

The concept of ‘‘ collagen disease’ as originally put 
forward by Klemperer had acquired a meaning that he 
never intended. Primary disorders of the fibrous struc- 
ture of the body were rare. They included pseudo- 
xanthoma elasticum, a disease which was uncommon 
before the second decade and which showed itself as 
redundant thickened skin and a tendency to calcification 
of the small blood-vessels. It was the result of an excess 
of altered collagen which stained like elastin under the 
light microscope. In the Ehlers-Danlos syndrome, on 
the other hand, occurring in infancy and childhood, the 
electron microscope confirmed that there was a true 
excess of elastin. There was a naturally occurring 
inhibitor to the enzyme, elastase, which was present in 
increased amounts in this syndrome. It was clear that 
rheumatoid arthritis was not a collagen disease in the 
literal sense, and it was unlikely that lupus erythematosus 
could be so classified. 
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Industrial Medicine and Hygiene 
E. R. A. MEREWETHER, C.B., C.B.E., 
barrister-at-Law, H.M. senior medical inspector of 
factories, Ministry of Labour and National Service. 
London: Butterworth. 1954-56. 3 vols. £10 10s, the set. 
THE need for an authoritative and comprehensive 
book on this rapidly developing subject has been felt 
for several years. The subject being a composite one, 
Dr. Merewether’s task has been difficult, and he has 
called on a wide variety of experts. Such a team 
produces its own problems. The editor must on the one 
hand allow contributors to conserve their individuality, 
while on the other he must persuade them to conform 
to an over-all pattern. Perhaps in this instance the 
editor has not been ruthless enough; for the work, 
though good in parts, does not conform to a clear plan. 


The first volume, which appeared in 1954, is the least 
attractive of the three. It contains a few good sections, but 
much of it is uninspiring. The section on the law provides 
an easy source of reference, but it is a pity that no considera- 
tion is given to the history of our factory legislation—an 
enthralling story without which it is difficult for the reader to 
understand the present position. There is a good section on 
the use of statistical methods in the occupational field and 
another on reablement and resettlement of disabled workers. 

The second volume, which also appeared in 1954, brings 
together much valuable material. The subjects cover a wide 
range—from industrial dermatology to electric shock and 
from occupational psychology to the effects of ionising radia- 
tions. There is a good account of compressed-air illness, 
though its importance could’ hardly justify the 46 pages 
allotted to it. The section on industrial skin disease is concise 
and practical, while the chapters on heating and ventilation 
and on lighting are readable expositions of highly technical 
subjects. 

The third volume, which has only recently appeared, is 
probably the best. It deals with the dust diseases and with 
industrial carcinogens and toxicology. Both these sections 
are of high quality and offer comprehensive summaries of 
present-day thought and practice. This volume is particularly 
well documented. A vast amount of practical information 
about the fibrotic pneumoconioses is crammed into the first 
120 pages, while the following section provides an excellent 
and well-balanced account of the diseases due to vegetable 
dusts. The final section of this volume deals with industrial 
toxicology. The writer has confined himself to an examina- 
tion of the “‘ mechanism of action of some industrial poisons.”’ 
The result is stimulating, even though some may experience 
difficulty in following the biochemistry. This method leads to 
certain practical difficulties—for instance, some 25 pages are 
devoted to the anticholinesterases but benzene is not 
mentioned. This might be excused in such an imaginative 
contribution if the foreword did not claim that ‘‘ the approach 
to each subject is dogmatic and practical so as to meet the 
needs of all.” ‘ 

In each section the references cover a wide range. There 
are notable omissions in the text—for instance, one looks in 
vain for a section on accidents where some of the present-day 
ideas on this important subject are brought together, and 
in the chapter on electric shock the medical side is virtually 
ignored. Some overlapping is inevitable and even beneficial 
in a book of this sort, but occasionally it becomes annoying. 


M.D., F.R.C.P., 


These faults can no doubt be corrected in the next 
edition. Dr. Merewether has provided much that is of 
great value in these volumes, which are to be welcomed 
as an important pioneering effort. Copies of this work 
should certainly be held in all medical and technical 
libraries and all health departments in industry. 


Family Medical Costs and Voluntary Health Insurance 
A Nationwide Survey. Opis W. ANDERSON, PH.D., 
Health Information Foundation; Jacop J. FELpMaAN, 
National Opinion Research Centre. New York and Lon- 
don: McGraw-Hill. 1956. Pp. 251. 49s. 

TWENTY-FIVE years ago voluntary health insurance 
had hardly begun in the U.S.A., and the principle of 

health insurance was still being hotly debated. In 1933 


I. S. Falk, Margaret C. Klem, and Nathan Sinai published 
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the first nation-wide survey of the incidence of illness and 
the costs of medical care. Since that time health insurance 
has greatly increased, and today about a hundred million 
people are covered in one way or another ; but the most 
comprehensive health-insurance schemes now available 
hardly cover half of the cost of all services in a year. 
Since 1950 private insurance has been gaining over 
Blue Cross, which in turn is ahead of Blue Shield. Group- 
practice prepayment plans cover less than 5° of the 
population, but are gaining slowly. 

These and many other facts are well brought out in 
this book, which describes the first national survey of 
family medical costs undertaken since 19383. The authors 
conclude: ‘‘ the form that health insurance has taken 
and will take is a tenuous balance between the many 
elements that make up the complexities of personal health 
services: people, hospitals, physicians, insurance, and 
finance, interlaced with philosophies of government and 
private enterprise and with the level of public information 
and knowledge.”’ 

This readable book contains much information valuable 
to those concerned with administering and organising 
medical services. 


Principles and Methods of Sterilization 
Joun J. Perkins, M.S., director of research, American 
Sterilizer Erie, Pennsylvania. Springfield, Ill. : 
Charles C. Thomas. Oxford : Blackwell Scientific Publica- 
tions. 1956. Pp. 340. 60s. 


It is clear from this book 
interest is sterilisation by heat. 


Co., 


that the author’s main 


The importance of gravity displacement of air and auto 
matic air and condensate discharge is made clear, but the 
statement that these have been almost universal since 1933 is 
unfortunately not true in this country. There are detailed 
instructions for operating autoclaves and ovens; but the 
value of some of these is limited because they refer to equip 
ment made by a particular manufacturer. The importance 
of regulating autoclaves on temperature rather than pressure 
readings is stressed throughout the book. The advice on 
preparing and packing loads for sterilisation is excellent, 
going well beyond the usual vague instruction to “ pack 
loosely.”” Methods for sterilising most articles in common 
hospital use are given; these are generally sound, though 
blankets are only briefly mentioned and boiling them, as 
recommended, is unnecessarily destructive. The wisdom of 
exposing rubber gloves to 121°C (15 lb. per square inch) for 
20 minutes may be questioned, for this could increase the risk 
of punctures during use. For the operating-theatre the author 
prefers autoclaving to boiling surgical instruments, and he 
rightly criticises water sterilisers. 


In this country the book could be profitably read not 
only by those who use but also by those who choose 
the sterilising equipment for our hespitals and labora- 
tories. 


Annual Review of Microbiology 


Vol. 10. Editor, CHARLES E, Ciirron, Stanford Univer- 
sity. Palo Alto, California: Annual Reviews Inc. 
1956. Pp. 426. $7.50. 


For 1956 the number of articles of medical interest is 
less than usual. Indeed, the time has come when the 
publishers might consider regrouping the whole series. 
Microbiology—the study of very small living things— 
may seem a logical division of knowledge, but smallness 
itself and similarity in experimental method are not by 
themselves a satisfying link. The great majority of those 
who term themselves ‘ microbiologists ’’ are primarily 
interested either in some small department of the subject 
or in its application to medicine, agriculture, or industry. 
Accordingly there can be very few who will read more 
than 40°, of this volume with interest or even with 
reasonable understanding. Medical bacteriology by 
itself (or with medical virology) would provide enough 
material for an annual review, or it might be combined 
advantageously with pathology (in the Old World sense 
of the word). Some articles in this volume are fit for 


the review of biochemistry and others for some botanical 
publication. 

The standard of the contributions is at least as high as in 
any previous year. J. B. Enright’s review of the part played 
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by bats in the transmission of rabies is as complete as anyone 
could wish and makes a story worth reading. The increased 
interest in the lower plants is reflected in five articles on fungi 
and alge. A. W. Downie and K. R. Dumbell contribute an 
article on the pox viruses which might be a model for some 
other contributors. 


Surgery of the Hand (3rd ed. Philadelphia: Lippincott. 
London: Pitman. 1956. Pp. 1079. 147s.).—When this work 
by Dr. Sterling Bunnell first appeared, in 1944, it was soon 
established as a classic. Surgeons throughout the world will 
be grateful that Dr. Bunnell has not been content to rest on 
his oars ; the new edition is abreast with the times in matters 
of antibiotics, plastic repairs, and reconstructions—indeed in 
all aspects of hand surgery reflecting recent developments 

-and in most of these the author himself has been a pioneer. 


New Inventions 


A GASTRIC CATHETER 


THIs simple appliance has been found to have a range 
of usefulness out of all proportion to its modest cost. 
The catheter is of gum-elastic. It is 68-5 cm. (27 in.) 
long and has a diameter of 0-5 cm. At the leading end 
there is a ball or olive tip 1 cm. wide, just proximal to 
which is the aperture for aspiration. 

Owing to its large blunt end and semi-flexible material, 
the catheter may be passed with safety down the gullet 
of an anesthetised patient. It is then invaluable for 











aspirating the stomach, either when the patient has 
failed to swallow a tube before operation, or when the 
tube he swallowed has coiled up and has not entered 
the stomach. 

During a gastric operation the catheter may be passed 
by the anesthetist so that its olive tip appears at the 
anastomosis. It can then be used to draw into position 
an ordinary gastric tube, after this has been tied to the 
end of the catheter by the surgeon. 

The catheter is also readily passed on a conscious 
patient, particularly if he first sucks an amethocaine 
(‘ Decicain ’) tablet to anzwsthetise the pharynx, and it 
has proved very useful when a patient urgently requires 
gastric aspiration but cannot swallow an ordinary 
soft tube. 

The catheter is useful for aspirating the gullet of a 
patient with an obstructing cesophageal lesion before 
operation. The non-collapsible nature of the tube is an 
asset when aspirating, as is the fact that the ball end 
holds the aperture away from the mucosa. 

Again, I pass the gastric catheter before a gastroscopy, 
to empty the stomach. This serves as a sort of trial run 
for the patient, and safely tests the patency of the route 
to be followed by the gastroscope. It also does away 
with the need for the unpleasant preliminary swallowing 
of a soft tube for aspiration—a procedure which often 
leaves the patient keyed up and apprehensive and in no 
state to undergo gastroscopy. I pass the catheter again 
after the examination to release the air from the stomach. 

The gastric catheters have been made for me by the 
Genito-Urinary Manufacturing Co., Ltd., 28a, Devonshire 
Street, London, W.1, at a cost of 15s. 9d. each. They can be 
made radio-opaque for an extra 3s. 6d. 

H. DAINTREE JOHNSON 


London, W.1 M.B. Camb., F.R.C.S. 
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analgesic 
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Panadol is not a further permutation of the 


aspirin-phenacetin-codeine formula, but a new 





substance—N-acetyl-p-aminophenol. It does not 
cause constipation or gastric irritation, and may 
safely be given to all patients, even those with 


peptic ulcer, or where there is sensitivity to 


other analgesics. 


Y, WY) 
Trade Mark 


NO ASPIRIN—no gastric irritation 

NO PHENACETIN — no methaemoglobinaemia 
NO CODEINE—no constipation 

Tablets, 0.5 g. N-acetyl-p-aminophenol, in 


cartons of 20, and bottles of 100 and 500 
Basic N.H.S. cost of 24 tablets : 1/114d. 


B A  f E R PRODUCTS LIMITED, Neville House, Kingston-on-Thames, Surrey 


Export enquiries to: WINTHROP PRODUCTS LTD. 
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A synthetic steroid closely related 
to cortisone and Hydrocortisone 
but offering the advantages of:— 


Delita-Stab 
is available as 
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Literature and further information gladly sent on request 


* improved therapeutic ratio 
¢ fewer side-effects 
* increased potency. 
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LONDON: SATURDAY, JAN. 5, 1957 


Return to Planning 

1957, we are told, should be a year of reappraisal, 
in which the nations consider whether their policies 
need modification to fit the facts revealed by recent 
crises. For the medical profession in this country 
a similar review of ends and means may be desirable, 
since the year opens with a conflict that could go 
deep. From the beginning of the National Health 
Service there have been many who doubted whether 
the State should be allowed to assume—however 
indirectly—responsibility for so much medical work, 
and thereby for the livelihood and “ terms of service ” 
of so many doctors, whose professional independence 
must be preserved. These doubts could be countered 
only by supposing that in their share of this new 
social task a British Government could be expected, 
in the long run, to act reasonably. By handling too 
cleverly the profession’s case for higher remuneration, 
the Health Ministers have again made this supposition 
seem rash. Admittedly the case has been presented 
to them mainly in legal terms; but in nine months 
they have found no opportunity to explain their 
negative attitude in a way that might be understood 
and respected by doctors; and if they continue to 
look like arbitrary employers rather than like friendly 
partners in a great enterprise they will certainly 
revive the ashes of controversy which have been 
smouldering since 1948. On the other hand, in the 
absence of heavy insurance, a conflagration is seldom 
beneficial unless carefully localised; and anyone 
who thinks of urging doctors to leave the service, or to 
demand a new model, should be sure just how far 
he wants to go. Believing that discussion of objectives 
could be useful at this juncture, we shall be glad in 
the next few months to publish constructive contribu- 
tions on the service; and one such appears in this 
issue under the heading of * Reconstruction.” 

Certain weaknesses of the N.H.S. are inherent, 
and must be accepted as the defects of its virtues. 
Essentially the service is a device for enabling every- 
body to get medical care without paying for it directly ; 
and it was welcome for three main reasons: (1) 
because much disability can be prevented if people 
van get sound attention whenever they need it ; 
(2) because many families found the cost of illness 
more damaging than the illness itself ; and (3) because 
discontinuance of charges by doctor to patient should 
allow everyday medicine to resume an older tradition 
of service—derived from the temple priest rather 
than the man of business. But every fresh advantage 
carries its own disadvantage: as soon as access to 


free medical care is recognised as a right, somebody 
must see that any citizen can get it; and even in a 
temple somebody must see that the priests are fed. 
Though the primary aim of the N.H.S. is to enable 
people to get, without paying, the same kind of care 
as they would get if they paid, and though this care 
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is given by the same doctors and the same institu- 
tions (who remain highly responsible for its quality), 
a certain amount of organisation is inevitable because 
private arrangements must give place to public 
arrangements. Moreover, if patients are not to pay 
at least a large proportion of what their illness costs, 
most of the money for the service must be found 
from some kind of taxation; and this means that 
what is spent on the service, and on those who work 
in it, must ultimately be controlled by the Chancellor 
of the Exchequer and by Parliament—i.e., by states- 
men or politicians. Which is not to say that the 
service need be so rudely exposed to political 
vicissitudes as it has been to date, or that, even 
in England, consistency should forever be at the 
mercy of expediency. In peace, as in war, the first 
seven years are always the worst. 

Also inherent in the service is the patient’s right 
to medical care without payment—the absence of 
a financial fence between him and his doctor. This, 
too, has its disadvantages. When the patient had 
no rights beyond what he paid for, his expectations 
were limited, and the doctor very often had the great 
professional and human satisfaction of exceeding 
them—even to the extent of waiving his fees—for 
which the patient was grateful. But there is less 
satisfaction in helping people who take everything 
for granted, and the pleasures of practice are definitely 
reduced by the occasional patient who believes 
that his insurance contributions have bought anything 
his doctor can do for him. Perhaps chiefly for this 
reason, there is now a move towards replacing the 
annual capitation fee by the New Zealand system 
in which the doctor charges for each item of service 
and the patient recovers part or all of this charge 
by taking a certificate to the post-office. But the 
number of services rendered is by no means necessarily 
a good index of the value of a doctor’s work ; and 
before any big change is made in the N.H.S. arrange- 
ments the profession ought to make up its mind more 
clearly on how far it wants practitioners to remain 
in competition with one another. The capitation 
system allows and encourages competition for patients ; 
the New Zealand system would restore competition, 
in addition, for fees; while a salaried service would 
abolish financial competition altogether. Each has 
its undesired consequences ; and instead of abandon- 
ing the capitation fee, of which we now have consider- 
able experience, it might be better to continue the 
process of making it more flexible, adjusting it not 
only according to the number of people on the doctor’s 
list but also according to the number who are old, 
young, disabled, or otherwise at special risk. Another 
possibility would be to give the family doctor more 
chances of earning supplementary fees—for instance 
by undertaking the daily care, at home, of patients 
who could not otherwise be discharged from hospital. 
And perhaps there is room in general practice for some 
variant of merit awards, now confined to consultants ? 
By itself, without modification or supplementation, 
capitation is too crude a means of deciding how 
much a doctor has earned; and if medicine is to 
become a temple, we must certainly get away from 
the rule by which a priest can get most to eat if he 
does as little as possible for as mamy as possible. 

This brings us to weaknesses which are not inherent 
in a free service but come of failure to plan it as a 
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whole. This failure is almost praiseworthy in so far 
as it reflects a wish to delegate responsibility for the 
various parts of the service; and, even though it 
causes overlapping and untidiness, there is much to 
be said for leaving the hospital authorities, the execu- 
tive councils, and the local authorities to do their own 
work in their own way. But a minimum condition 
for the success of a tripartite service is that the 
decision as to what work each part should regard as 
its own shall be taken by some integrating authority 
which can adjust the financial incentives accordingly. 
In the N.H.S. too many incentives have worked too 
long in favour of sending people to hospital when they 
could be treated more economically at home!; and 
though the Ministry of Health has become keen to 
promote home care it has not yet created financial 
conditions in which practitioners and local authorities 
will be eager to relieve the burden on _ hospitals. 
Strongly though we believe in preserving the responsi- 
bility of individual doctors and the institutions in 
which they work, we think the service has suffered 
and is still suffering from lack of a coherent policy— 
from lack, indeed, of a central brain such its 
advisory machinery was originally intended to provide. 
The crisis over remuneration is only the latest instance 
of failure to plan ahead ; and if, after so many years 
of inflation, the Government really have not begun to 
consider its implications for professional people 
working in a national service, the least they can do, 
surely, is to ask a properly constituted committee to 
advise them on how the intentions of the Spens Com- 
mittees should henceforward be fulfilled. Meanwhile 
we trust they will not be unwilling to consider, 
matter of urgency, the situation of those groups in 
the service—medical and other—whose incomes in 
1950 were barely sufficient and are now reduced by 
about a quarter. Thinking particularly of senior 
registrars and senior hospital medical officers, whose 
professional situation has long been debated 
without conclusion, we have to recognise the planning 
responsibilities of the profession as well as of the 
Ministry. 

After the war this country had its fill of planning, 
and the word began to evoke a touch of nausea. But 
this reaction has gone too far ; and the time has come, 
surely, when we should consider how the lessons of 
the first decade of the N.H.S. can be applied in the 
second. Looking at the biggest issues, we may hope 
that, before many years are past, the service will be 


as 


as a 


so 


largely removed from current politics by being 
accorded, as of right, a defined proportion of each 


year’s national income ; but on the purely professional 
level, also, there are important changes to be made 

in reducing the rigidity of specialties, for example, and 
in achieving wiser relations between teaching and 
other hospitals by such methods as the one Professor 
PICKERING proposes in his final paragraph on p. 2. 
In urging examination of the service’s faults, we are 
none the less proud of its successes—of the steady, if 
unspectacular, improvement of the hospitals; of the 
reforming ardour seen today in general practice, in the 
treatment of the mentally ill, and in the care of the 
old ; and especially of this country’s place in medical 
research and teaching. Just as people say that 
universities are nothing like as good as they were 
before the first world war, so they say that medicine 
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has suffered gravely from the social revolution. But 
in some ways the universities, in their abundant new 
life, are better than ever; and so is medicine. Cer- 
tainly it is inealeulably more useful, which is what 
matters most to the patient. 


The Decline of Acute Rheumatism 


In both Great Britain and the United States 
rheumatic fever is by no means as common as it was. 
In this country the number of patients admitted, 
for example, to the convalescent hospital for rheumatic 
fever in Birmingham, has fallen from 116 in 1938 
to 44 in 1955.1 In Baltimore the outpatient clinics 
are no longer crowded, there are empty beds in the 
convalescent homes, and all patients with rheumatic 
fever who require hospital treatment can be accom- 
modated.? In San Francisco, the number of patients 
suffering their initial attack has fallen from 116 in 
1945 to 29 in 1955. Valvular heart-disease was about 
twice as common in young men examined for the 
United States Forces in the first world war as 
it was in the second‘; and a study of rheumatic 
fever in American school-children has shown a steady 
fall from about 4-5 first attacks per 1000 children 
in 1927 to 18 per 1000 in 1953.5 Hewrrr and 
STEWART ® estimated that in England and Wales, in 
1948-50, about 3900 children fell ill with a first 
attack of acute rheumatism each year—an attack- 
rate of 0-69 per 1000. HircHEns 7 has made a valuable 
study, covering the twenty years 1931-1950, of the 
records of the local rheumatism service of the city 
of Cardiff, basing his observations on those patients 
with acute rheumatism and associated carditis and 
those with actual rheumatic heart-disease. During 
the twenty years there was a substantial fall in the 

“ first-attack ” rate, which was most striking soon 
after 1930, and by 1950 the rate had fallen to a third 
of the level of the early ’30s. A similar decline was 
noted in acute rheumatism without evidence of 
cardiac involvement. 

There is also evidence that the mortality of 
rheumatic heart-disease has decreased. Though 
KNOWELDEN ® was unable to demonstrate any 
significant change in either men or women, he did 
detect a decline in mortality in children. In America 
there are a number of observations illustrating this 


fall in mortality over the past twenty years—an 
improvement varying from 70 to 80%.4° The 
association of rheumatic fever with infection by 


hemolytic streptococci has naturally suggested that 
changes in the character of the hemolytic strepto- 
coccus and the progressive betterment of living 
conditions are the two factors most likely to be 
responsible for what has happened. But little is known 
about the epidemiology of streptococcal infections 
and even less about possible unrelated causes of 
rheumatic fever ; and it is therefore hard to give any 
concise explanation. There is nothing to suggest 
that the hemolytic streptococcus is, in fact, any 


less powerful a producer of rheumatic fever than 
1. City of Birmingham School Medical Reports, 1938-55. 
2. Schwentker, F. In Rheumatic Fever. Minnesota, 1952. 
3. Robinson, . J. J. Pediat. 1956, 49, 272. 
4. Wheatley, G. M. Pediatrics, 1949, 3, 685. 
5. Kuskin, L., Siegel, M. J. Pediat. 1956, 49, 574 
6. Hewitt, D.. Stewart, A. Brit. J. soc. Med. 1952, 6, 161. 
7. Hitchens, R. A. N. Ann. rheum. Dis. 1956, 15, 160. 
8. Knowelden, J. Brit. J. soc. Med. 1949, 3, 29 
9. Wolff, G. J. Amer. med. Ass 1951, 145, 719. 
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it was; indeed, RAMMELKAMP?!® suggests that the 
proportion of streptococcal infections that lead to 
rheumatism remains relatively constant between 
2% and 4%. As for the frequency of streptococcal 
infections, the only figures readily available are those 
for the incidence and mortality of scarlet fever : 
HITCHENS drew attention to the close, although per- 
haps fortuitous, connection between the decline of 
rheumatic fever and that of scarlet fever, which has 
become steadily less common and less menacing from 
1935 onwards. From their study of Sheffield, Bristol, 
Grimsby, and Lincoln, and the administrative county 
of Lincolnshire, Hewitt and Stewart® decided 
that poor housing and economic conditions per se 
played little part. HrrcHens’ came to the same 
conclusion, pointing out that the change took place 
in Cardiff before economic conditions improved. 
The incidence of rheumatic fever increases when the 
hemolytic streptococcus has more opportur‘iies 
to start infections, as it has among people living in 
overcrowded conditions—a point well brought out 
by a number of investigations in the American Armed 
Forces.!° Hewitt and Stewart found that children 
of unskilled workers suffered from rheumatism far 
more commonly than did the children of professional 
and skilled workers, and they believed that different 
risks of infection were the most likely cause for the 
social gradient. RAMMELKAMP concluded that latitude, 
altitude, crowding, dampness, economic circum- 
stances, and age all had their bearing on rheumatic 
fever simply because of their influence on strepto- 
coccal infections in general. HiTrcHENS, however, 
made an important point in discussing the search 
for the cause of rheumatic fever’s decline: the change 
should not be considered on its own, but in relation 
to the comparable decrease in the incidence and 
mortality in all infectious diseases, quite apart from 
any recent advances in treatment. It seems unlikely 
that this general improvement can be attributed 
simply to alterations in the host-parasite relationship 
of a number of different organisms ; and consequently 
there must be some associated economic factor still 
to be considered. H1iTcHENs suggested that the decline 
was likely to be related more closely to such things as 
“an improving quality of maternal care rather than 
to a straightforward economic or physical factor ” 
and that the increased use of antibiotics did not play 
a big part in the decrease in rheumatic fever, which 
had already began before antibiotics were introduced. 
Though this is undoubtedly true, RoBrInson * reports 
that the recurrence-rate in San Francisco remained 
relatively high despite fewer initial attacks; but 
after a preventive campaign and the provision of 
prophylactic drugs (either a small daily dose of 
sulphadiazine or penicillin or the monthly injection 
of a long-acting penicillin) the number of recurrences 
fell from a yearly average of 22 for 1949-53 to 5 for 
1954-55. 

Though the fundamental reason for the decline in 
rheumatic fever remains obscure, there seems no 
doubt of the importance of reducing the number and 
spread of hemolytic streptococcal infections by 
improving social conditions and providing prophylaxis 
in suitable circumstances.™ 
Wannamaker, L. W. 
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NEW YEAR HONOURS 


THE long list of honours announced last Tuesday 
contains relatively few medical names. Dr. Janet 
Vaughan was eminent in hematology before she became 
principal of Somerville in 1945, and she has done fine 
work for the Nuffield Trust as well as for Oxford 
hospitals: her new title must often have been used 
prematurely by her acquaintance, because it is so clearly 
fitting. Sir Arthur Porritt is created k.c.v.o. for his 
services to the Sovereign, and General Drummond, 
director-general of Army Medical Services, becomes 
K.B.E. The knighthood conferred on Prof. G. L. Brown, 
of University College, London, coincides with his election 
as a vice-president of the Royal Society: he has been 
a member of the Medical Research Council since 1951 
and is chairman of its Royal Naval Personnel Research 
Committee. Finally, we note with pleasure the knight- 
hood for Mr. Charles Read, director of the Institute of 
Obstetrics and Gynecology, whose helpful work as 
president of the Royal College of Obstetricians and 
Gyneeologists has been appreciated by colleagues 
both inside and outside his specialty. These names and 
others which are similarly respected will be found on 
p. 40. , 


POLIOMYELITIS VIRUSES BY MOUTH 


RESEARCH on immunisation with live attenuated 
poliomyelitis viruses continues, and a new report! 
describes how infants of under 6 months were fed with 
live Virus. It was known from earlier work? that 
immune serum-globulin given to children intramuscularly 
at the same time as live poliomyelitis virus was given by 
mouth did not prevent intestinal carriage of the virus or 
the development of an immune response. Obviously, 
therefore, infection with attenuated poliomyelitis viruses 
should be carried out in the presence of a serum-antibody 
*‘umbrella,’’ which would probably reduce the chances 
of producing paralytic poliomyelitis without decreasing 
the immunising effect of the virus. Koprowski et al.! 
have infected a number of infants,*most of whom had 
maternal antibody in their serum-—that is, a natural 
umbrella. With the consent of their parents, the infants 
were fed between 1000 and 100,000 infective doses of 
attenuated poliomyelitis viruses of types 1 and 2 in their 
bottles, the virus-formula mixture being given just before 
a regular feed. After they had had the viruses the 
infants were isolated in hospital and everything which 
was removed from the contaminated areas was dis- 
infected. ‘ 

Alimentary infection followed the virus feed, and -virus 
was excreted in the stools for from 55 to 108 days. 
Antibody responses were satisfactory in ten infants aged 
1—4 months, but of six infants less than a month old only 
three showed a satisfactory rise in antibody. The remain- 
ing three, who had high titres of antibody at birth, showed 
either a drop in antibody or stationary titres, and 
further investigation of these infants will be needed to see 
whether the present antibody titres persist. So far, 
antibody titres have remained high in five infants tested 
up to 7 months after feeding. 

While it is useful to have this knowledge, its practical 
application will have to wait until the problem of 
virus excretion is solved. It might be possible to train 
children to such rigid habits of hygiene that they would 
not spread poliomyelitis viruses with which they were 
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infected subelinically. But the difficulties of controlling, 
outside hospital, infants who are excreting virus for 3 or 
4 months seem insuperable at the moment, and it may 
be wisest to concentrate on older children. 


FRIEDLANDER’S PNEUMONIA 

PNEUMONIA caused by Friedliinder’s bacillus usually 
presents as an acute illness, but it often passes into a 
chronic phase characterised by suppuration and cavity 
formation. Sometimes the disease is chronic from the 
start, and, as the upper lobe is often involved and 
penicillin is ineffective, tuberculosis or neoplasm may be 
suspected. It is important to give appropriate treatment 
before the lung has been extensively destroyed, and it 
is widely believed that a characteristic, gelatinous, 
reddish-brown sputum is an early pointer to the diagnosis. 
It is disconcerting to learn, therefore, that this type of 
sputum was seen in only 2 out of 17 cases of Friedlinder’s 
pneumonia recently reported by Erasmus!; and these 
were the only 2 in which the diagnosis was made on 
clinical grounds. In 14 of these cases Erasmus regarded 
the Friedlinder bacillus as the primary invader of the 
lung, since it was isolated from the sputum in pure culture 
or as the predominant organism on at least two suc- 
cessive days; and it was thought to be a secondary 
invader in the other 3 cases in which it was recovered 
from the sputum in association with other organisms on 
at least two successive days. Erasmus emphasises that 
a Friedlander infection is especially likely to be overlooked 
when it is superimposed on existing pulmonary disease. 

Amberson ? suggested that Friedlinder’s pneumonia is 
caused by the aspiration of infected secretions from the 
upper respiratory passages into the lung, and Erasmus 
found evidence that both the primary and the secondary 
invaders reached the lungs in this way. Compared with 
non-suppurative pneumonia, the disease showed a pre- 
dilection for the posterior part of the upper lobe and for 
the apex of the lower lobe—sites favoured by non-specific 
suppurative aspiration pneumonia.* In most cases there 
was either gross dental sepsis, with which the Friedlander 
bacillus is commonly associated,* or other upper- 
respiratory-tract infection. Moreover, the Friedlander 
bacillus is present in the mouth or upper respiratory 
tract in 1-5% of normal individuals. In some older 
persons there was multifocal disease in the lower lobes, 
and this was attributed to the failure of a feeble cough 
to get rid of infected secretions. 

There is evidence that streptomycin,*"* chloram- 
phenicol,44-'* and sulphadiazine 17—-!* are effective in 
this condition. In-vitro sensitivity tests in Erasmus’s 
series showed that the organisms were sensitive in all 15 
cases tested to streptomycin, in all but 1 to chloram- 
phenicol, and in two-thirds to sulphadiazine. All the 
organisms were resistant to penicillin and erythromycin, 
and more than half were resistant to chlortetracycline 
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(aureomycin) and oxytetracycline (terramycin). Most of 
the patients were successfully treated with a combination 
of streptomycin and sulphadiazine, but Erasmus recom- 
mends that chloramphenicol should be substituted for 
these drugs after a few days since resistance to strepto- 
mycin may rapidly develop.“ In his experience with 
these patients, the disease, though serious, did not sustain 
its formidable reputation : none of the patients died and 
in only 2 was the lung damage severe enough to require 
surgical resection. The fact that effective treatment is 
now available makes early diagnosis all the more 
important, and Erasmus’s experience suggests that this 
is more likely to be achieved by the bacteriologist than 
by the clinician. 


CONGENITAL ANGIOMA OF THE PAROTID GLAND 


Tue technique of operations on the parotid gland has 
improved in recent years. Wide exposure through an 
incision that is cosmetically acceptable, and preliminary 
identification of the facial nerve, have enabled adequate 
excisions to be confidently though not lightly undertaken. 
The conditions for which these methods can be applied 
include the parotid angiomas, which, though uncommon, 
are by no means so rare as to be merely a medical 
curiosity ; and Campbell 2° has lately reported 3 such 
cases treated by subtotal parotidectomy. He states that 
angioma is the most likely cause of chronic unilateral 
parotid swelling in the first year of life (in a series of 21 
parotid tumours in children, Howard et al.*! found 5 
angiomas). 

The angioma is usually noticed in the first weeks or 
months of lifé as a pre-auricular swelling of the consis- 
tence of rubber. A clue to the diagnosis may be given by 
a bluish colour of the skin or by an overlying cutaneous 
angioma ; but no case has yet been recorded in which a 
parotid angioma was associated with the more serious 
congenital vascular abnormalities, such as intracranial 
cirsoid aneurysm. The lesion has no capsule and may 
spread beyond the confines of the gland. It grows rapidly 
during the first months of life but there is no evidence of 
true malignant change. The gross appearance, Campbell 
remarks, ‘‘ resembled nothing quite so much as an 
enlarged, coarsely lobated and cyanosed parotid gland ”’ 

a point of some importance in exploration of the 
lesion. 

Excision is usually advised. In the 46 recorded 
cases treated by surgery there were 2 deaths. Radio- 
therapy has also been used with some success, but it may 
be a dangerous weapon in the treatment of a benign 
condition in this situation in a growing infant. Glaser 
et al.2? describe a uniformly disastrous course if the condi- 
tion is not treated, leading to death in weeks or months 
due to invasion and compression of the vital organs of 
the neck. But Campbell makes the pertinent comment 
that only two references to such death, with post-mortem 
evidence, appeared in the literature he reviewed.** There 
seems to be some doubt about the true natural history 
of the untreated lesion. Wawro et al.** noted greater 
mitotic activity in the younger children and a tendency 
to quiescence in the older patients. A parallel might be 
drawn with the behaviour of cutaneous angiomas, and 
it may be that parotid angiomas would later regress, as 
most of the cutaneous ones do.?5 2 There certainly seems 
to be a case for deferring operation for lesions which are 
not enlarging rapidly when first seen ; but it would be 
helpful to have more facts. Surgery has been successful 
and there have been very few recorded recurrences ; but 
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the 46 cases that have been described included 11 in 
which facial palsy resulted. Campbell emphasises that, 
though they are growing, these tumours are pathologically 
benign and that there is no justification for deliberate 
sacrifice of the facial nerve. The nerve runs an extremely 
superficial course in young children, but a careful tech- 
nique should ensure that accidental damage is rare. 
Further knowledge of the natural history of the lesion, 
however, would make it easier to decide whether the 
operation is always justified or whether there may be a 
group in which it is wisest to delay. The impression is 
that this is one of those subjects in which much more 
experience and knowledge must exist than has been 
recorded. 


HEREDITARY HAMORRHAGIC TELANGIECTASIA 

Tue odd condition called hereditary hemorrhagic 
telangiectasia, which can cause serious bleeding from 
mucous membranes, especially from the nose, has been 
known for along time. Gawen Sutton,! in 1864, described 
some curious cases of recurrent epistaxis, and Babington,? 
in 1865, contributed a letter to our columns briefly 
listing members of 5 generations in a single family 
who had suffered from epistaxis; but neither of these 
physicians had any clue to the cause of the epistaxis in 
their patients. Just 80 years ago Legg * gave a paper to 
the Royal Medico-Chirurgical Society of London on 
‘a case of hemophilia complicated by multiple nevi” ; 
we should not now use the name hemophilia, but there 
is no doubt about the nevi. This seems to be the first 
case of hemorrhagic telangiectasia to be properly 
described, though the credit is usually given to Rendu 4 
in 1896 and Osler ° in 1901, who really gave an adequate 
description of the disease, noted its hereditary character, 
and correctly ascribed the haemorrhage to disease of the 
blood-vessels and not to any abnormality in blood- 
clotting. 

Eponyms are now out of favour, and hereditary 
hemorrhagic telangiectasia is the name used in all the 
textbooks. There are, as Stefanini and Dameshek * 
point out, two basic vascular abnormalities: in the first, 
there are localised areas where the walls of the capillaries 
are extremely thin, being reduced to the endothelial 
layer only ; in the second, there are visible dilatations 
of arterioles and capillaries which can lead to the forma- 
tion of arteriovenous aneurysms, especially in the lung. 
The telangiectases are normally much brighter in colour, 
with bigger visible vessels, than the spider nzvi associated 
with liver disease. Their commonest site is in the nose, 
but careful inspection of affected patients nearly always 
reveals them on the lips and tongue, under the nails, and 
elsewhere in the skin, especially of the face and ears. 
The commonest form of bleeding is epistaxis, but 
hemoptysis, melzena, and hematuria are quite frequent. 
Landau et al.? described a family in which conjunctival 
and retinal lesions were prominent. The hereditary 
nature of the abnormality is well established as a simple 
dominant affecting both sexes. The most striking 
example is that given.in Wiutrobe’s textbook*: a 
Mormon with hemorrhagic telangiectasia had 22 children 
by his 4 wives and 10 of these children were affected in 
their turn ; these affected members of the family passed 
on the disease for another three or four generations, and 
no less than 82 affected descendants of the original 
progenitor were known in this family when the list was 
put together. It is clear from this and other examples 
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that unaffected individuals do not pass on the disease. 
There is also some evidence suggesting that the type of 
lesion is also inherited ; thus, arteriovenous aneurysms 
are common in some affected families and never occur 
in others. The diagnosis of the disease is not difficult 
if its existence is borne in mind and if the characteristic 
lesions on the lips, tongue, or face, or under the nails 
are sought in every case of recurrent epistaxis, melena, 
or other bleeding for which there is no obvious cause. 

The disease can be quite mild or it can be a serious 
burden to the patient because of the gradually increasing 
anemia caused by repeated bleeding over many years. 
The anemia is of the iron-deficiency type, and, if the 
condition has been neglected, it often fails to respond to 
oral iron and needs parenteral iron for its effective 
treatment. Sometimes blood-transfusion is needed to 
restore the hemoglobin content of the blood as soon as 
possible to a safe level. The seriously affected patient 
may lead a miserable existence, always at the mercy of a 
recurrent hemorrhage that his family doctor may be 
unable to control; and, if the bleeding is from an 
inaccessible site like the alimentary tract, admission to 
hospital and blood-transfusion are inevitable. The 
nasal, labial, and buccal telangiectases can be directly 
attacked. Several methods of applying pressure have 
been devised, and direct application of a thrombin 
spray will often stop the bleeding. Various escharotics, 
including X rays, radium, and electrocoagulation, have 
been tried, but they nearly always fail because new 
lesions tend to appear near the site of their application. 
Cochrane and Leslie,®? however, were able to check 
bleeding in a patient with angiomas of the scalp and 
face by a small dose of contact X rays. 

A quite different approach has been by way of treat- 
ment with cestrogens. This method arose from the 
observation that in affected women bleeding seemed to 
be worse at the end of the menstrual cycle and sometimes 
subsided spontaneously shortly after the onset of mens- 
truation; so the bleeding was worst at a time when 
secretion of cstrogens is low and urinary excretion of 
gonadotrophins is relatively increased. Acting on this 
idea, Koch et al.’ treated 5 patients with ethiny] 
cestradiol, using doses of 0-25 mg. daily—about ten times 
the dose given to control menopausal symptoms. In 
males, 5 mg. daily of methyl testosterone was given to 
counteract feminising side-effects. Koch et al. claimed 
considerable success, but Stefanini and Dameshek,® for 
example, found the treatment of no value. Harrison,™ 
at Guy’s Hospital, has lately re-examined this form of 
treatment applied to 4 patients (2 then and 2 women) 
with typical lesions. He began by giving 0-25 mg. 
ethinyl cestradiol daily, but gradually increased the 
dose to 1 mg. daily in both women and 1 of the men ; 
the men were also given 5 mg. methyl] testosterone daily. 
In spite of these large doses, the only side-effect was 
that 1 of the women had a uterine hemorrhage after 
three months, but this did not recur in spite of continued 
treatment. All the patients were much improved, and 
the hemorrhages from the telangiectases were much less 
common or even stopped altogether. At the time of his 
report, Harrison had not stopped the treatment ; Koch 
et al. found that bleeding returned three weeks after 
cestrogens were stopped, and Harrison therefore proposed 
to reduce the dose gradually to try to find a minimum 
level for each patient; but he had no results to report 
at the time. 

Sections of tissue from the- inferior turbinates were 
taken before and after treatment in 2 cases, and they 
showed that the normal columnar epithelium had 
changed to a squamous one. It may in fact be this 
change which protects the telangiectases from trauma 
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and therefore makes them less likely to bleed. The 
estrogen treatment of telangiectasia thus seems worth a 
trial in severely handicapped patients ; but, as Harrison 
emphasises, it is unwise to give 1 mg. of cestrogen a day 
for long periods to young persons, and he suggests that 
the treatment should be restricted to women who have 
passed the menopause and to men of comparable age. 


TOADSTOOLS 


To garner and consume the wild fruits of the earth is 
a pursuit so innocent and with such happy associations 
that the rare death caused by poisonous fungi is the more 
bitter to contemplate. Our European neighbours are 
more venturesome than we are and are said to pay the 
penalty more often.t2 It surprised us to learn that the 
same peril threatens the ignorant in the Union of South 
Africa and that our own Amanita phalloides may be the 
species responsible. (Is it a native of those parts or a 
chance introduction given in exchange for the nerine 
and the gladiolus?) Steyn et al.* describe two disasters 
which ended in the death of 5 out of 9 of those who had 
been tempted by the prevalence of ‘‘ mushrooms”’ in a 
place where the arid climate makes them a rarity. The 
history and symptoms showed no unusual features, but 
the account includes a valuable résumé of the present 
knowledge of the toxic effects of fungi other than A. 
phalloides. There is a satisfying agreement between 
the pharmacology of the specifically poisonous species 
and the symptoms which they produce. A. phalloides 
contains amanitine with a delayed hepatotoxic action, 
like phosphorus. A. muscaria and A. pantherina contain 
muscarine (parasympathomimetic) and myceto-atropine 
(parasympatholytic): symptoms and treatment will 
depend upon which of these antagonists is the more 
abundant. Both species, by the way, taste horrid. The 
genus Inocybe contains muscarine alone. Besides these, 
there are many species described as ‘‘ sometimes poison- 
ous’’ and that should be warning enough, even though 
one of these is named Helvella esculenta. 

The traveller in France who finds strange and flabby 
shapes on his plate will be comforted if he sees others 
eating the same dish; in some instances his palate will 
be rewarded. If on his return he wishes to persuade his 
wife to add variety to his diet, he will be foolish if he does 
not arm himself with the Ministry of Agriculture’s guide 
to epicurean adventure.* 


THYROXINE-LIKE ACTION OF ASPIRIN 

As long ago as ]919, Barbour and Devenis® showed 
that single doses of aspirin caused an increase in both 
oxygen consumption and carbon-dioxide output in normal 
persons. These observations were confirmed a few years 
ago by Cochran,* and now Alexander and Johnson? have 
shown that the low basal oxygen consumption (B.M.R.) 
of patients with myxedema can be restored to normal 
by giving aspirin in doses of about 8 g. (gr. 120) daily. 
They also showed that their patients’ serum-cholesterol 
levels fell during treatment with aspirin. The two 
measurements of B.M.R. and serum-cholesterol are norm- 
ally taken as the best objective index of response to 
thyroid-hormone treatment ; and in both these respects 
Alexander and Johnson’s patients responded as well to 
aspirin as they did to triiodothyronine. But they did 
not feel any better: although warmer, they were still 
sluggish and sleepy; skin and voice remained charac- 
teristic of the myxcedematous state; and they did not 
lose weight. These observations recall Dodds and 
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Robertson’s demonstration * that dinitro-o-cresol can 
restore the B.M.R. to normal, without changing the clinical 
signs of myxcedema—alt hough in this instance the analogy 
with thyroxine is less close, because dinitrophenols do 
not affect the serum-cholesterol.® Alexander and 
Johnson’s work shows clearly that neither a rise in B.M.R. 
nor a fall in serum-cholesterol, even occurring simul- 
taneously, can be regarded as specific effects of the thyroid 
hormones. 

Alexander and Johnson have drawn certain practical 
conclusions from their findings. Two of their patients 
had angina, which was apparently unaffected by the rise 
in B.M.R. brought about by aspirin, although it became 
worse when an approximately equal rise was induced 
with triiodothyronine. They go on to suggest that a 
mixture of aspirin with very small doses of triiodothyro- 
nine or thyroxine might be rational treatment for those 
difficult cases of myxceedema in which angina is induced 
(or aggravated) by thyroid preparations. But it is hard to 
see that such patients would be any better off after the 
consumption of large doses of aspirin, for Alexander and 
Johnson showed that it does not make them feel any 
better. The only hypothetical benefit from this combined 
treatment would come from the lowering of the serum- 
cholesterol level. There is certainly some as yet undefined 
association between serum-cholestero] levels and the 
eccurrence of coronary atherosclerosis; but it is not 
known whether lowering the serum-cholesterol level 
actually retards the development of coronary disease. 
At the moment, this hypothesis, interesting though it is, 
hardly seems to justify imposing on patients the side- 
effects of large doses of aspirin. 

In a further suggestion of more immediate practical 
importance, Alexander and Johnson point out that 
patients with rheumatic heart-disease are often treated 
with large doses of aspirin, and that in some cases the 
increase in metabolic rate induced by aspirin may add 
considerably to the burden on the heart. This is clearly 
something that needs investigation, but in the meantime 
it seems desirable not to prolong aspirin medication in 
acute rheumatism after the rheumatic process has 
subsided. 

THE REFUGEES 

Or the two-score medical refugees who have so far 
reached these shores from Hungary, some plan to remain 
here and others to continue their journey. All are 
anxious for news of when they can travel or how they 
may obtain employment here. 

Employment.—The Ministry of Health has not announced 
any special arrangements for the employment of refugee 
doctors in British hospitals; but there is reason to hope that 
regional boards will establish temporary supernumerary posts. 
Inquiries regarding professional opportunities here and overseas 
may be addressed to the British Medical Association's Inter- 
national Medical Visitors Bureau, B.M.A. House, Tavistock 
Square, London, W.C.1 (tel. Euston 4499). 

Finance.——Refugees who have left official transit camps and 
hostels may apply to the local oftice of the National Assistance 
Board for regular grants. Those needing money for special 
expenses, such as clothes and necessary journeys, should 
write to the Lancet oftice, where a small fund has been started 
for this purpose.?? 

Accommodation.—We are in touch with medical households 
who have offered accommodation to Hungarian colleagues, 
and will try to find a temporary home for anyone needing it. 

Inquiries or requests for help should be addressed either 
to this office or to Brigadier H. A. Sandiford, M.c., 
medical director of the B.M.A.’s International Medical 
Visitors Bureau. 

8. Dodds, E. C., Robertson, J. D. Lancet, 1933, ii, 1197. 

9. Cutting, W. C., Ryfand, D. A., Tanifer, M. L. J. clin. Invest. 
ay +f 

10. ) Lah. would be welcome, and are likely to be 
quickly used: the aim is to distribute immediately small sums 


for emergency needs. Cheques should be made out to The 
Editor and crossed “‘ Hungarian Doctors Account.” 
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Mvcu of the discussion on the changing réle of the 
health visitor is about the extent to which she can act 
as a social worker as well as a public-health nurse (Medical 
Officer 1954, Hughes 1954, MacQueen 1955, An Inquiry 
into Health Visiting 1956). As part of this argument it is 
often implied that there is an unmet need for social work 
in our community (e.g., Roberts 1953) and that meeting 
this need is part of good medical care (Minister of 
Health 1953, Roberts 1953). If the job of the health visitor 
is to have more to do with the social care of the families 
which she and the family doctor serve, as the working 
party suggest, it is imperative to know the nature and 
extent of the need, particularly the unmet need, which 
exists. 

There have been few attempts to survey unmet medical 
or social need, and those that have been made (e.g., 
Horder and Horder 1954, E. M. Backett and J. C. Evans 
unpublished) have faced great difficulties. The discovery 
of an untreated case of diabetes, for example, clearly 
represents an unmet need for medical care and can be 
classified and described as such, but the discovery of a 
family breaking under the weight of problems such as 
overcrowding, unemployment, and the care of the elderly 
sick falls into no such clear-cut category. It is even 
doubtful whether a need for social care exists in such 
cases unless help is sought by the particular family, and 
there is great individual variation in the attitudes of 
practitioners to these problems. Some view the social 
disorganisation of the home as a problem needing solution 
whether obviously related to the medical needs of patients 
or not and regardless of whether help is sought. Others, 
mindful of the importance of the initiative coming from 
the patient, confine their activities to more strictly 
medical matters and feel that the most that is needed is 
to put the family in touch with any social agencies who 
can help. 

Purpose 

We describe here an investigation of the need for social 
work in a general practice in 1954-55. The inquiry was 
part of a series of small-scale studies of a general practice 
which ranged from an examination of the most con- 
venient form of clinical record (Backett and Maybin 
1956) to a study of family patterns of illness. Its purpose 
was fourfold: (1) to see how much someone trained in 
social work could help the family doctor ; (2) to describe 
the extent of her work, and the types of problems 
encountered ; (3) to measure the extent of unmet need 
for social care in the practice ; and (4) to record the other 
agencies involved in dealing with problems among the 
families in the practice. Finally, an important aim was 


to bring about closer codperation between workers from 
the local-health authority and the general practitioner 
by regular meetings for discussion. 

Because of the relative prosperity of the area, the 
almost complete absence of slum property, and the low 
level (for Northern Ireland) of unemployment, it was 
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expected that few serious social problems would be met. 
For this reason the study might serve the general 
purpose of giving a ‘‘ base-line’’ or an idea of the 
minimum of social work to be expected in general 
practice. 
Method 

One of us who is a qualified social worker employed 
by the department (Y. D.) spent three-quarters of her 
full-time working with the practitioner in his practice. 
Her full time could have been made available if necessary. 
Supervision of her work and of the study was arranged 
through weekly case-conferences in the department or 
at the practice, when current medical and social work 
was reviewed and immediate aims were decided on. 


Records 

The following records were kept for the full year 
1954-55 : 

(1) The age, sex, family, and occupational structure of the 
practice. 

(2) All episodes of illness observed and the consultations 
involved. 

(3) Diagnoses. 

(4) The day-to-day work of the social worker, the problems 
she met, and the families and individuals with whom she 
worked. 


During the early part of the study the address of every 
registered individual was visited and details of the 
practice population were recorded. This visit was made 
the occasion for an explanation of the job of the social 
worker in the practice, and.an opportunity was thus 
given for the raising of problems at once or for an 
invitation for a return visit. Social work of some kind 
was undertaken where a need was found at this initial 
visit, where a request for help was expressed then or 
later, or where the practitioner asked the social worker to 
visit the family. All new entrants were visited in the 
same way. 


Social Problems 

To avoid the obvious difficulties of definition, a social 
problem was regarded as any problem tackled by the 
social worker with the agreement, or at the request, of 
the general practitioner. A working classification is 
shown in table 1. 

Results 
THE PRACTICE 


The practice in. which this study was made had an 
average of 1371 persons registered with the principal 
during the year of the study. It is a rural practice 
situated some six miles from a large city. The standard 
of living and of housing is high, and the average earnings 
are good. Work is mainly agricultural, but some of the 
population travel daily to and from the city. An average 
of 185 individuals aged 65 or more (13-5% of the practice) 
were registered, and there was an average of 302 children 


TABLE I—PROBLEMS CLASSIFIED BY TYPE AND METHOD OF 
ASCERTAINMENT 


No. of Ascertained through 
times en- 
Type of problem countered | 
during Medical Social 
the year care 


worker 
Associated with chronic illness 


28*(24%)| 15 (13%) |} 13 (11%) 
Marital, family, or neighbour } 


friction os 19 (16%) 11 (9%) | 8 (7%) 
Old age .. , me ie 13 (11%) 8 (7%) | 5 (4%) 
Administrative (e.g., insurance) 11 (9%) 6(5%) | 5 (4%) 
Housing a a - 9 (8%) 2(2%) | 7 (6%) 
Inability to maintain personal 

or family standards ed 9 (7%) 5 (4%) | 4(8%) 
Financial ss ech “ 7 (6%) 4 (3%) 3 (3%) 
Loneliness - 5 - 6 (56%) 2 (2%) 4 (3%) 
Other (see text) — os 16 (14%) 1(17%) |} 15 (13%) 

Total os ‘ih .. 118 (100%) 54 (46%) | 64 (64%) 


* Including 8 where a psychiatric diagnosis had been made. 
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rABLE II FAMILIES CLASSIFIED BY METHOD OF ASCERTAINMENT 
AND NUMBER OF TIMES VISITED 
No, of visits 
Method of No. of 
ascertainment families * 
1 2-4 5-8 8 
Medical care 145%) 9(45%)  2(10%) 8(40°%) 20(100%) 
Social worker 14(3 ) 18(47 ) | 4(21%) 2(5%) 38(100%) 
Total 15(26 ) 27(43 ) 6(10%) 10(17 ) 58(100%) 
- 10-71 DEF 2. 001>P>0-001. 
(Combining cols. 5—8 and 8 ) 


* Includes 2 single persons living alone. 


aged less than 15 (21% of the practice) on the practice 
records. 


Families in the Practice 

If a family is all the related persons living at an 
address, as well as single persons living alone, there were 
467 families represented in the practice by the end 
of the year. This figure included 27 elderly persons 
(i.e., aged 65 or more) and 23 young or middle-aged 
persons living alone. 

Of the families of two or more persons represented on 
the practice records, 78% were ‘‘ complete ’’—i.e., all 
members of the family were registered with the practice 
at some time during the study. For these families, 
therefore, the doctor could be said to be a ‘‘ family 
doctor.”’ 


sé 


THE NEED 

In the course of the initial visits of the social worker 
to everyone in the practice or during medical care 118 
social problems were met. Social work directed toward 
meeting the needs of families with these problems was 
undertaken in 58 cases. 


Ascertainment of Need 

Of these 58 families with social problems 20 were 
met in the course of medical treatment and the remaining 
38 by the social worker during her routine visits (table 1). 
None of the 64 problems of the latter had been brought 
to the notice of the practitioner before they were found 
by the social worker, and they represent a crude measure 
of the unmet need for social care in the practice which 
existed at the time. 

Table 1 suggests that the social worker did not discover 
different types of problems from the practitioner except 
in the housing and ‘‘ other’’ (unclassifiable) group. Of 
the latter, 6 were based upon a fear of disease and others 
were problems associated with vocational guidance, 
illegitimacy, infertility, &c. In each there were obvious 
reasons why the practitioner had not been consulted. 
Some interest attaches to the problems where the social 
worker succeeded in encouraging consultation with the 
doctor. There were 16 families where this was the case, 
and medical action taken after the consultation included 
an amputation of cervix, references to hospital fertility 
and birth-control clinies, the exclusion of carcinoma in 
several cases, and a variety of X-ray and other diagnostic 


tests. 


TABLE Ul WORK 

1 2 3 4 ) 6 

No. of families * 15 13 7 7 3 3 

Time (hr.) 9-0 11:0, 11-0, 15°00) 5-5 9-0 
Per cent. of all families 26 47 
Per cent. of time 8 31 
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Social problems ascertained by the social worker 
required significantly less visiting than those found 
during medical treatment (table m). 


Frequency and Seriousness of Problems 

23 families had only 1 obvious problem, 20 had 2 
problems, and 15 had 3 or more. For 2 of the latter 
there were 6 or more problems at the same time. 

No attempt has been made to estimate the seriousness 
of the problems encountered, because there are no 
objective criteria, but the extent of the care which was 
actually undertaken may be related to their seriousness. 
Two groups of families can be defined for this purpose : 
(1) 28 families visited once or twice ; and (2) 30 families 
visited three or more times. 

The needs of the less frequently visited group were 
largely concerned with appeals, applications, certifi- 
cation, &c., or with short or sudden problems of illness. 
The needs of the more frequently visited families were 
for help with such long-term problems as relationships 
(e.g., family or neighbour friction) or with problems of 
adaptation to chronic illness or old age. 


Requests for Help 

35 families asked for assistance with their social 
problems. The remaining 23 families permitted visits 
without encouraging them in this way and coéperated 
when necessary with the social worker. Therefore, in 
these 58 families there seemed to be some recognition of 
their needs. In none of her routine visits was the social 
worker refused admission, but there is, of course, no 
way of estimating the extent of problems not brought to 
her notice or to that of the practitioner. Indirect 
evidence from practice records suggests that some serious 
problems were untapped by these methods of ascertain- 
ment. 

Of the less frequently visited families just under half, 
and of the more frequently visited families over two- 
thirds, requested help at the beginning. 

THE WORK 

In attempting to meet the needs set by the social 
problems of the 58 families 227 visits were made, involving 
118 hours of social work. The frequency of visiting is set 
out in table m1, which shows that, for about a quarter 
of the families in the group, five or more visits were 
necessary, and that about 60% of all the social worker’s 
time was taken up in their care. Social work involved 
in assisting one family which was breaking up during the 
study took up as much time as did the 15 families for 
whom only one visit was necessary. 


Other Agencies 

Sixty meetings with agencies on behalf of the 58 
families were made during the year. 33 of the families 
were already in contact with other agencies, usually of 
the local health authority. Already concerned in the 
social problems of these families were the National 
Assistance Board and its visitors, the Ministry of Labour 
and National Insurance, the welfare authority, and the 
police. Most common among agencies approached by 
the social worker were those of the local health authority. 


OF SOCIAL WORKER 
No. of visits 
Total 

7 8 9 10 11 12 13 14 15 16 

l 3 1 3 1 1 0 0 0 1 58 

35 11-0 5 17:0 60 6-0 0-0 0-0 0-0 9-5 118-0 
15 12 100 
25 36 100 


* Includes 2 persons living alone. 
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THE PRACTICE 





Social class Distribut 


Age-distribution 


ion Distribution Distribution Distribution 


a distribution of families of of individuals of ** complete ”’ of ** complete ”’ 
individuals _ Of families 2 or more by according to families of 2 or families of 2 or 
(yr.) (including 2 persons type of living more by family more by family 
or living alone) registration conditions size type : 
wiz 3 I IV Sila In- 3 3 No.ofpersons = Category * - 
Ti 1 | 65 Ss and ul and + — com- é Alone} cione | © > be} 
S| = _ ll v — I plete & uM = aH | © 
2-4 5-67 1 2 } 3 = 
The ' 302903 166 1371 87 246 134 467 324 93 (417) 50 1321 (1371; 237 | 65 22/324) 120 ; 55 ' 149 324 
practice | (88%) (12%) (19%), (83%) (28%) (78%) (22%) (4%), (96%) (73%) (27%) (37%) (17 %)) (46%) 
The social- 43 158 19 220 ll 31 16 58 48 8 56 2 218. | 220 32 13; 3 48 il 9 28 48 
care group | (91%) (9%) (19%) (63%) (28%) (86%) (14%) (1%)| (99%) (67%) (33 %) (23%), (19%)| (58%) 
- 31 0-04 1-89 4-70 0-85 —o.UC~*W 
DF 2 1 1 1 2 
P 0-05 >P >0-02 0:99 >P >0-98 0:20 >P >0-10 0-05 >P >0-02 0:50 >P >0-30 0:10 >P >0-05 


* 1, young families or young couples: young families are at least one adult living with at least one child aged less than 15; young couples 


are aged less than 45. 
2, young or middle-aged families with elderly persons : 
ed 65 or more. 
3, all other types of family. 


these are at 


In addition there were numerous other meetings with 
hospital almoners, psychiatric social workers, the 
Northern Ireland Housing Trust, the Care and After- 
Care Committee, the National Council for Social Welfare, 
Churches, the N.S.P.C.C., the Marriage Guidance Council, 
&e. Of the 42 first approaches made by the social worker 
to agencies, 36 were in the course of the social care of the 
frequently visited families—i.e., among those with whom 
most social work was done. 

Meetings with other agencies were at the rate of 0-4 
per family per annum in the less frequently visited group 
and at the rate of 1-6 per family per annum among the 
more frequently visited. 

THE FAMILIES 
Social Characteristics 

Some distinguishing characteristics of the families 
needing social care were tested by comparing them with 
the practice as a whole. The results are given in table rv, 
which shows that the group of families and individuals 
cared for by the social worker differed significantly from 
the practice as a whole only in that it contained fewer 
old people and fewer people living alone. This finding 
was contrary to expectation. There was an excess 
(insignificant by conventional standards) of middle-aged 
families in the social-care group, and more were com- 
pletely registered. Differences in health experience 
between the social-care group and the rest of the practice 
will be discussed elsewhere. 

Differences within the social-care group itself distinguish 
the more frequently visited families as of lower social 
class than the less frequently visited families (P 0-02). 
Again, among the more frequently visited families, 
consultations with the doctor (but not Ulnesses) were in 
excess of those among the less frequently visited families. 
There was no excess of serious illness among those visited 
more often by the social worker. Families which were 
‘incompletely ” registered took up a disproportionate 
amount of the social worker’s time. 


Discussion 
Four questions were asked in this study : 


(1) How much could someone with social-work training help 
the family doctor ? 

(2) What was the extent of her work and the type of problem 
which she met ? 

(3) How much unmet need for social care was there in the 
practice ? 

(4) What were the other agencies involved ? 


(1) The question of how far the social problems of his 
patients should be the concern of the family doctor 
cannot be answered by this or any other study. Many 


xf the social problems met during this inquiry were part 


least two-generation families in which there is at least one person 


of the repercussions of illness or were thought to be so 
by the patient. These were obviously the concern of the 
practitioner. Others were not even remotely connected 
with medical care, but in spite of this the family doctor 
was consulted. In this particular practice the doctor 
would have wished to deal with the social problems which 
he met, regarding such work as an essential part of his 
job. The presence of a social worker with timé to care 
for the families was therefore of assistance to him only 
in the sense that it left him more time for what has been 
called ‘*‘ real medicine.’’ The fact of her special skill in 
social work may also mean that the social worker did the 
job better than the doctor would have done it, though 
from his standing with his patients he would have gained 
initially. 

Though a social worker was a help to the practitioner, 
there is no similar evidence from the point of view of the 
patient. The successes of curative medicine obviously 
have no parallel in social care. Though it is true that 
many agencies were mobilised to help those thought to 
need assistance, and that support was given to others in 
obvious need, a truly successful outcome of social] care is 
hardly to be expected in view of the intractable nature 
of some of the problems. For example, of the 7 problem- 
ridden families visited nine or more times, with whom 
over a third of the work was done, all had long-term 
problems which continue today, unchanged by the 
attentions of doctor or social worker. For 2 of the 7 (a 
young family in which the mother has rheumatic heart- 
disease with severe decompensation, and a family in 
which a very difficult and ill grandparent is living) the 
social worker may have assisted in establishing some 
equilibrium. For the others the problems continue to 
disturb the household, and family crisis follows family 
crisis, some apparently serious (as when a young wife 
abandoned her husband and children), and others, from 
the doctor’s point of view at least, trivial. 

Probably the social worker was of most value to the 
doctor and his practice in uncovering problems which 
were medical as well as social and where she was able 
successfully to urge consultation. 


(2) The extent of the work and the type of problem 
considered to be within the scope of the social worker 
have been described above. It is impossible to estimate 
how well the needs arising as a result of these problems 
could have been met by the general practitioner acting 
alone, or by other members of the domiciliary team— 
e.g., the health visitor. Undoubtedly some help would 
have been given, but it would have been relatively 
unskilled. However, it is worth noting in this context 
that, of the 118 problems tackled by the social worker, 4 
of every 10 (45) were concerned with established illness 
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or with possible illness or were of the type where medical 
knowledge would be an advantage. In dealing with this 
aspect of her work it was the social worker who lacked 
skill. It is our opinion that the special relationship of 
the family doctor to his patients enables others working 
close to him to have ready access to them. For various 
reasons an introduction from the doctor may be the best 
way to ascertain the patients’ social problems. The 
health visitor, unless she can be identified by the patient 
more closely with the general practitioner than is our 
experience elsewhere, will not benefit, and however 
skilled she may be she will not have such easy access. 
This contention is supported by the experience of the 
health visitor who is now working in close coéperation 
with the doctor in this practice and is at the same time 


studying social case work in a nearby university 
department. 
(3) A measure of unmet need for social care is 


provided by the number of problems ascertained only 
by the social worker (64 of 118). The number of 
times that the families with these problems were visited 
suggests that the problems ascertained by the social 
worker were either among the less serious or more easily 
resolved. Of the 38 families whose problems were 
ascertained by the social worker, 8 were already in 
contact with other agencies. The hard core of unmet 
need therefore, which is left, amounts to 51 problems in 
30 families (6-4% of all those registered). 


(4) Other agencies were already concerned in the care 
of 33 of the 58 families, but their activities were 
uncoérdinated and their individual duties limited. In 
only a few cases was the work of the agency known to 
the practitioner and then through informal rather than 
formal channels. The large number of contacts made 
with agencies by the social worker suggests that one of 
her main contributions to the work of the practice was in 
mobilising and coérdinating this kind of help. 


Summary 


Discussion of the changing réle of the health visitor 
turns on the amount of social work which she should 
undertake. To investigate the need for this type of work 
a social worker was attached for a year to a small practice 
in a moderately prosperous rural area. Social work 
resulted from ascertainment of problems by the practi- 
tioner in the course of his medical work and by the 
social worker at routine visits to every family in the 
practice. 

Social work was undertaken among 12% of the 
families, the doctor ascertaining just under, and the 
social worker just over, half of their 118 problems. 
Social work with these families involved 227 visits, 
118 hours of interviews, and 60 meetings with other 
agencies. 

The families with whom social work was undertaken 
differed significantly from the rest of the practice only 
in that there were fewer old people among them and 
fewer persons living alone. Unmet need for social work 
is represented by the 51 social problems of 30 families 
which would not otherwise have been ascertained. 
Important contributions of the social worker were in 
encouraging consultation with the practitioner and 
coérdinating the work of social agencies. 

The suggestion that social work in general practice 
be undertaken by a specially trained health visitor 
is discussed. 

It is estimated that one full-time and suitably 
trained worker might do the social work of a general 
practice of this type with a registered population of 
4000. 


This study would not have been possible without a generous 
grant from the Northern Ireland Hospitals Authority. 
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NEW YEAR HONOURS 


Tue list of honours published on Jan. 1 contains the 
names of the following members of the medical profession : 


K.C.V.O. 
Sir ArtHuR Espic PORRITT, K.C.M.G., C.B.E., M.CH. Oxfd, 
F.R.C.S. 
Sergeant-Surgeon to H.M. 
St. Mary’s Hospital, London. 


the Queen; surgeon to 


K.B.E. (Military) 
Lieut.-General Witt1AM ALEXANDER Duncan DRUMMOND, 
C.B., C.B.E., F.R.C.S. 
Director-general, Army Medical Services. 


D.B.E. 


JANET MARIA VAUGHAN, 0.B.E., D.M. Oxfd, F.R.0.P. 
Principal, Somerville College, Oxford. 


Knights Bachelor 
Greorce Lrixpor Brown, C.B.E., M.B. Manc., F.R.S. 
Jodrell professor of physiology, University 
London. 
CHARLES Davip READ, M.B. N.Z., F.R.C.S., F.R.C.0.G. 
President, Royal College of Obstetricians and Gynzxco- 
logists. 


( ‘ollege, 


C.B. (Military) 
Major-General ALFRED EDWARD CAMPBELL, M.D. Belf., Q.H.P. 
Air Vice-Marshal Joun Conrap NEELY, C.B.E., D.M. Oxfd, 
Q.H.S. 
C.B. (Civil) 
Sir WELDON DALRYMPLE-CHAMPNEYS, Bt., D.m. Oxfd, F.R.c.P. 
Lately deputy chief medical officer, Ministry of Health. 


C.M.G. 


JouN GEORGE HUNTER, M.B. Sydney 
General secretary of the Federal Council of the British 
Medical Association in the Commonwealth of Australia. 


C.B.E. (Military) 
Surgeon Captain Davip HERBERT KERNOHAN, M.B. Belf., B.N. 
Surgeon Rear-Admiral Lionei Lockwoop, M.v.o0., D.s.c., 
M.D. Melb. 
C.B.E. (Civil) 
Haroitp Maurice CoHEN, M.D. Lpool 
Principal school medical officer, Birmingham. 
HumpureY FRANCIS HUMPHREYS, 0O.B.E., M.C., T.D., M.B., 
M.D.S. Birm., F.D.S. R.C.S., D.L. 
Vice-chancellor and professor of dental surgery, Uni- 
versity of Birmingham. 
Joun McQUEEN JOHNSTON, M.D. Glasg., F.R.C.S.E., M.R.C.P.E. 
A principal medical officer, Department of Health for 
Scotland. 
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RONALD Epry LANE, M.D. Lond., F.R.c.P. 
Member, Industrial Health Advisory Committee ; Nuffield 
professor of occupational health, University of Manchester. 
JOSEPH ANTOINE RENE LAVOIPIERRE, M.D. Paris, L.R.C.P.E. 
Director of medical services, Mauritius. 
JoHN FREEMAN LouTiT, p.m. Oxfd, F.R.C.P. 
Director, radiobiological research unit, Harwell. 
GEORGE WILLIAM JOHN Mackay, M.B. Edin. 
Medical superintendent, Rampton Hospital. 
WiLt1AM NoRMAN PICKLES, M.D. Lond., M.R.C.P. 
Lately president, College of General Practitioners. 
RALPH WHISHAW, M.B. Sydney, F.R.C.P., F.R.A.C.P. 
Honorary physician, Royal Hobart Hospital, Tasmania. 
CHARLES FRANCIS WHITE, 0.B.E., M.D. Manc. 
Lately medical officer of health, City of London ; recently 
president, Society of Medical Officers of Health. 


O.B.E. (Military) 


Lieut.-Colonel JOHN GEOFFREY WAUGH, L.R.C.S.E., R.A.M.C. 


O.B.E. 


LESLIE WILsoN Banks, M.B. Edin. 

Senior medical officer (clinical), Western Region, Nigeria. 

WILLIAM JOSEPH BRANDAY, M.R.C.S. 

Superintending medical officer (specialist), Trinidad. 

ARTHUR BARRETT CARDEW, M.C., M.B. Lond., F.R.C.S.E. 
Commissioner, St. John Ambulance Brigade, Gloucester- 
shire. 

WitiraM MicHaget Court-Brown, M.B. St. And., F.F.R. 
Director, group for research on general effects of radiation 
Medical Kesearch Council. 

Wrii1AM RICHARD SHABOE DOLL, M.D. Lond., M.R.C.P. 
Senior member, statistical research unit, Medical Research 
Council. 

HenrY JOHN CHADWICK HANRAHAN, M.B. Melb 
Medical practitioner, Albany, Western Australia. 


(Civil) 
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RiIcHARD WILLIAM Davip MAXWELL, M.B. 

Lately deputy director of medical services, Fiji. 

SYDENHAM FREDERICK Moore, m.B. Oxfd 
British subject lately resident in Egypt. 

HAYDN JONES MORRIS, M.R.C.S. 
For public services in the Federation of Rhodesia and 
Nyasaland. 

Eric Parry, M.B.E., M.B. Lpool, F.R.C.S. 
Chief medical officer, Kuwait government. 

WaLterR LAInG MACDONALD PERRY, M.D. St. And. 

Director, Department of Biological Standards, National 
Institute for Medical Research. 

JouHN CHARLES ROBB, M.D., M.CH. Belf. 
Consulting surgeon, Downe Hospital, 
co. Down. 

GEORGE SIMPSON, M.B. Melb., M.R.C.P., F.R.C.0.G. 

For services to the Flying Doctor Service of Australia. 


Downpatrick, 


WitiiaM Artuur LEIGH TUCKER, F.R.F.P.S., F.R.C.S.E. 
Surgeon specialist, Aden. 
M.B.E. (Military) 
Major JoHN VAUGHAN BRADLEY, T.D., M.B., F.R.C.S.E. 


M.B.E. (Civil) 


OLIVE GUMPRICH, M.B. 
For social welfare services in Southern Rhodesia. 
Sypngey Doucias Gun-MUNRO, M.B. 
Resident surgeon, Colonial Hospital, St. Vincent, Wind- 
ward Islands. ; 
ALEXANDER Davip Bain MACKIE, M.B. Birm. 
Chairman. Birmingham “ Stirling ’’ Sea Cadet Corps unit 
GEORGE Davis MCLEAN, M.R.C.S. 
Medical officer, St. Kitts, Leeward Islands. 
RoBERT CUTHBERT OGG, M.B. Edin. 
Formerly a medical officer in Basutoland. 
FRANK BLACKLOCK THOMSON, M.B. Edin. 
Deputy chairman, Dundee National Service medical board. 





Reconstruction 


IMPROVEMENT OF THE N.H.S. 


In his Malcolm Morris lecture on Clinical and 
Community Medicine, given in London on Dec. 6 
under the auspices of the Chadwick Trust, Dr. J. N. 
Morris said that maintenance of the quality of medical 
services is a responsibility of the profession to itself 
and to the community. It is true that much medical care 
of the highest quality is going on all the time (and should 
not be taken for granted); but it is also true that there 
are more and more procedures, easily performed, whose 
accuracy needs to be regularly checked. By way of 
illustration he cited the following figures : 

Prevalence of Otitis Media per 1000 


1951 School health inspections. . 76 
1954-55 National Service examinations (reje c tions 
only) ° 32-0 


Should not more cases aes him found at the school 
examinations than at 18 years of age? Such follow-up 
provides a means of assessing the work of the school 
health service—of laying on a routine check of the 
routine examinations—and it is applicable on local or 
national scale, sample or tot: al basis. 

Every system, in Dr. Morris’s view, needs itself to 
be regularly scrutinised, and routine systems need 
built-in controls of quality. This is widely accepted in 
industry, in biochemistry laboratories, and in bacterio- 
logy; and there is great scope for its application in 
clinical medicine and the health services. At present 
remarkably little attempt is being made to ascertain 
how our £500 million health service is working, what 
are the needs to be met, and how well they are being 
met. Take the prescription of drugs, for instance. In 
1954 the average prescription-rate in the county boroughs 
was about 6. The following are the towns with over 
7 and under 5: 


Over 7 Under & 

per head per head 
Wigan 8-9 Tynemouth .. 4-2 
Warrington 79 Southampton 4 5 
Wakefield 7°6 Coventry 4°7 
Liverpool 7-4 Middlesbrough 4-8 
Manchester 7:3 Great Yarmouth 4:8 
Oldham 7:2 Grimsby ° 4-8 
Burnley 71 Ipswich 4-9 
Salford 7-1 Gateshead 4-9 
Worcester 49 


What do these figures mean ? Would not a octiguaatinn 
inquiry by the local medical committees of these towns and, 
in particular, a comparison of North-East with North- 
West be of far more than local value—not only in finding 
answers but in showing how to tackle such questions. 

Dr. Morris mentioned a small investigation by the 
Central Middlesex Hospital, where certain X-ray facilities 
are now freely available to practitioners. The 160 
doctors who used the service a httle produced half the 
‘ positives,’’ while the 40 who used it a lot produced -the 
other half. If the 160 had used the service as freely as 
the 40, the number of ‘‘ positives ’’ might well have been 
more than doubled. All the big users had qualified since 
1925. Dr. Morris gave this as an example of analysis 
that can be made very easily and which yields results 
immediately applicable in an educational campaign 
among doctors. Because the object of such investigations, 
of course, is to improve the quality of care. 

It may well be, he added, that one of the main results 
of the Guillebaud Committee’s work will be a considerable 
increase in ‘* operational research ”’ of different kinds on 
health services. But it is to be hoped that their proposal 
that the research unit should be centred in the Ministry 
of Health will be examined very carefully. What is 
needed is opportunities for a lively group of independent- 
minded research-workers to devote themselves to this 
kind of inquiry ; and a Ministry might not be the ideal 
milieu. There are several other possibilities. 


Turning to the structure and functions of health 
services, Dr. Morris pointed out that this is a revolutionary 
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era in medicine as in so much else, and the movement 
towards merging of clinical and community medicine 

of curative and preventive medicine—will render the 
tripartite structure of the National Health Service 
out of date. As the chronic, metabolic, and ‘* degenera- 
tive’’ diseases occupy more and more of the work of 
medicine, growing attention will have to be paid to 
what is called in America ‘‘ secondary ’’ prevention— 
the discovery of cases early so that their progress can 
be limited. In this context the distinction between 
‘“* preventive’ and ‘‘ curative ’’ (e.g., public health and 
general practitioner) serves no very useful purpose ; 
especially if, as is conceivable, most of the preventive 
work in the future is done by the clinical services. In 
America the emphasis is on ad-hoc screening to detect 
disease early in our own country the realistic hope 
is that such programmes can be incorporated into the 
daily work of the health service. As for ‘‘ primary” 
prevention, we are moving into a new era in preventive 
medicine where the individual will have to take an 
increasing responsibility for his own health in the light 
of the discoveries which are being made about smoking, 
diet, exercise, and so on. The kind of health education 
that is already needed involves the family doctor as 
much as, or more than, the medical officer of health. 
Whatever form of organisation is appropriate, it could 
scarcely be less geared to such tasks than the present 
division of local health authority, executive council, 
and medical committee. Meanwhile, as the rising figures 
of cigarette consumption in both sexes show, Homo 
insapiens is not being helped much by any of the services. 
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HEALTH 





The successful treatment of the aged, with its emphasis 
on the maintenance of independence and the prevention 
of disability, involves the freest possible traffic between 
all the varied services now provided by the three parts 
of the health service and by the welfare authorities. 
The same principle now arises in the treatment of the 
mentally ill: hospitals, general practitioners, and social 
services ; care, aftercare, and preventive care—all have 
to be used in combinations varying with the needs of the 
individual patient. The present structure of the N.H.S. 
is at best irrelevant to these problems. More generally 
this applies to the movement towards home and 
family care which is one of the healthiest in modern 
medicine. 

‘* Today’s answer to many of these problems is the intelligent 
use of the committee system and good human relations all 
round; but it may be questioned whether this is enough. 
And there are other problems, such as those of the provision 
of a comprehensive industrial health service, which raise 
issues that go further than any I have mentioned. For, 
in effect, we have a quadripartite and not merely a tripartite 
health service today.”’ 


In 1945-46, Dr. Morris thought, nothing very different 
from the National Health Service Act was possible. 
But after ten years of the Act, and now that the Guille- 
baud Committee has cleared away the confusions about 
finance, the question of a fundamental reconsideration 
of our health services arises. It may well be practicable 
to rearrange the structure so that it can be 
a positive stimulus and the active agent of further 
progress. 





Public Health 


THE HEALTH OF THE SCHOOL-CHILD 


NowapbaAys children have a much better chance of 
surviving their schooldays than they had even a few 
years ago. In 1955, 2753 children aged 5-14 died, com- 
pared with 9047 in 1938. These figures are given in the 
report for the years 1954 and 1955 of the chief medical 
officer of the Ministry of Education.’ 

The vast majority of absences from school are due to 
infections, but the infectious diseases cause many fewer 
deaths than formerly ; since 1938 the annual number of 
deaths due to tuberculosis has fallen from 973 to 54, and 
those due to diphtheria from 1733 to 5. But diphtheria 
occasionally breaks out, particularly where the proportion 
of children immunised is low; only by continuing to 
immunise most children can we hope to prevent a 
resurgence of the disease. Because of the havoc among 
children which can follow pulmonary tuberculosis in 
their teacher, initial and regular radiography of all 
teachers is desirable. A Medical Research Council trial 
showed that, after vaccination with B.c.G., the risk of 
tuberculosis developing in adolescence was roughly 
halved. 

In 1955 the number of deaths among school-children 
from infections of all kinds was almost equalled by the 
number of deaths from leukemia and cancer, but was 
far exceeded by the number killed in accidents—404 on 
the roads and 485 elsewhere. As almost every accident 
is preventable, these deaths are the most regrettable of 
all. Some maladies which cause suffering, loss of school 
time, and a few deaths are almost equally preventable. 
These include dysentery and food-poisoning. Much can be 
done at school, by repeated instruction in hygiene, to 
prevent outbreaks. 

In the early days of the National Health Service there 
was a shortage of applicants for the posts of school 
medical officers, but recently there have been more good 
candidates. The number of dentists in the service is 
higher than ever before, but as many again are still 
needed. 


1. The Health of the School Child: report of the chief medical 
officer of the Ministry of Education for the years 1954 and 1955. 
H.M. Stationery Office. 


1956. Pp. 187. 6s. 


The number of registered blind children, which had 
previously been falling, has been rising since 1948. Most 
of the increase is attributed to retrolental fibroplasia, and 
the numbers are expected to fall in future now that the 
cause is known and few infants are affected. The large 
numbers with defective vision (correctable by spectacles) 
and hearing emphasise the necessity for examining the 
children as soon as possible after they enter. school. 
Headaches and suffused conjunctive due to watching 
television are becoming commoner, but are unlikely to 
be troublesome if the child sits on a level with the screen 
and over six feet away, and goes to bed at a reasonable 
hour. 

Many new schools have been built since the late war, 
and some, notably those in Hertfordshire, have attracted 
much favourable attention from students of architecture. 
Inquiry in selected areas revealed no definite improvement 
in the health of children attending the new schoois, 
though some doctors, teachers, and administrators were 
convinced that there had been an improvement in the 
health, vitality, and bearing of the children. 

The general condition of our school-children seems to 
be improving. Their height and weight are increasing ; 
the number reported as being in poor condition fell from 
2-6 in 1952 to 15% in 1955, and most are well clad, 
well shod, and free from body vermin ; the number with 
infestations of the scalp is still very large, but decreasing. 

Few education authorities have taken advantage of a 
regulation of 1953 which allows them to experiment with 
fewer than three periodic medical inspections. ‘‘ The 
need now is for more individual attention to be given to 
children who are not thriving or who are not making 
satisfactory progress at school, whether on account of 
physical, mental or emotional reasons.’’ Mass examina- 
tion of school entrants, mass radiography of teachers, 
mass inoculation—all have contributed much to the 
welfare of our children, but it is heartening to find in 
the report this emphasis on the special needs of the 
individual. 


Expectation of Life 
On the basis of the mortality experience of 1955 in 
England and Wales' the expectation of life of a boy at 


1. Registrar-General’s Quarterly Return: Quarter ended Sept. 30, 
1956. H.M. Stationery Office. 1956. Pp. 24. 1s. 6d. 
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birth is 67:52 years, and of a girl 72:99 years. The 
comparable figures based on the mortality experience of 
the years 1953-55 are 67:46 and 72-86. 


Towards Clean Air 


Under an order ' by the Minister of Housing and Local 
Government certain *provisions of the Clean Air Act, 
1956,? came into operation on Dec. 31. These include 
the provisions enabling local authorities to create smoke- 
control areas in which the emission of smoke from 
buildings will be an offence. Other provisions of the 
Act which came into force on Dec. 31 deal with the 
following : 

New furnaces.—All new furnaces, other than small domestic 
boilers, must be, so far as practicable, smokeless. Notice of 
intention to install such a furnace must be given to the 
local authority. 

Smoke measurement.—The Minister is empowered to make 
regulations requiring furnaces to be fitted with smoke-density 
meters. 

Height of chimneys.—The height of new chimneys, other 
than those of houses, shops, and offices has to be approved 
by the local authority. 


,Spoilbanks.—Owners of colliery spoilbanks must employ all 
practicable means for preventing combustion of refuse, and 
for preventing or minimising the emission of smoke and fumes 
from the refuse. 

By-laws.—Local authorities may make building by-laws 
requiring the provision in new buildings of such arrangements 
for heating and cooking as are calculated to prevent, so far as 
practicable, the emission of smoke. 


A similar Order has been made by the Secretary of 
State for Scotland. The remaining provisions of the 
Clean Air Act, which deal with the prohibition of dark 
smoke, and the reduction of grit and dust from industry, 
will be brought into operation later. 


Common Lodging-houses 


Just before his death in 1955 Dr. Stuart Laidlaw was 
awarded the PH.D. for a thesis, now published,* in which 
he tells how he became interested in the human stories 
and the hitherto unexplored social histories of the misfits 
peopling the Glasgow common lodging-houses. At one 
time these places were hotbeds of infection, but Laidlaw 
believed that nowadays the inmates are no more likely 
than any other section of the community to spread 
infectious disease, except perhaps pulmonary tuberculosis. 
There were over 100 known cases of positive sputa. 

Glasgow offers some 7000 hired beds of various rougher 
types— 4893 in common lodging- houses, 1746 in working 
mens’ hotels, and about 400 in seamen’s boarding-houses 
and lorry-drivers’ hostels. Laidlaw visited most of them 
to compare accommodation standards and the clients, 
with particular emphasis on the personal histories of 
some 800 users of common lodging-houses. He found 
that most of these men and women were unskilled or 
retired people, depending on help from the National 
Assistance Board with or without additional pensions. 
Some 10% were ill. 

Most common lodging-houses were founded for the 
shifting short-stay clients of the past century, but now 
use has changed to long-stay. 44% of the men and 
29% of the women had lived there for more than ten 
years; only 5% were casuals and vagrants. About a 
quarter of them liked the free-and-easy life of a common 
lodging-house, another quarter put up with it for economic 
reasons, and the rest stayed on because of social diffi- 
culties. The outside world had found no answer for their 
problems. The last words Laidlaw left for us are these : 
‘* No nation which aspires to greatness must despise even 
the lowliest of its citizens. Its aim must be to raise them 
on ‘stepping stones of their dead bodies to higher 
things.’ ” 


1. Clean Air Act, 1956 (Appointed Day) Order, 1956. 

2. See Lancet. 1956, i, 315, 517. 

3. Glasgow Common Lodging-houses and the People Living in Them. 
By Stuart Il. A. LAIDLAW. Glasgow: Corporation of Glasgow 
(obtainable from the health and welfare department, 23, 


Montrose Street, C.1). Pp. 261 30s, 
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For the Young 


Four cheery youngsters skip across the bright cover of 
the Junior Health and Hygiene Manual issued by the 
British Red Cross Society !: its shape and layout suggest 
that Health and Hygiene are among the exciting topics 
in a growing world. Not only are the society to be 
congratulated on breaking away from the tradition of 
stuffiness in manuals and bursting into contemporary 
idiom, but the product itself is good beneath the wrap- 
pings. It is directed towards Youth with a capital Y, 
with ambition and vanity and drive: show the young 
what worlds there are to conquer, and they will do the 
rest. Covering all the practical points of personal 
hygiene and running a home, its emphasis is on com- 
petition and the pride of achievement. Community 
hygiene and dietetics are treated with the pictorial and 
slogan techniques now so familiar on our daily travels, 
and these subtle methods of painless instruction are 
cleverly reinforced towards the end of the booklet with 
illustrated sections on hobbies and camping gadgets. 


Methods of Chemical Analysis as applied to Sewage and 
Sewage Effluents, which was first published in 1929, has been 
issued in a new edition (H.M. Stationery Office. 1956. Pp. 96. 
10s.). 


A summary of the powers and duties of the Corporation of 
London as port health authority has been published by the 
corporation and is obtainable from the information officer, 
Guildhall, E.C.2 (Pp. 16. 1s. 6d.). 


Medicine and the Law 


Death after Insulin Treatment 


Tue Manchester city coroner recorded a verdict of 
death by misadventure at the inquest, on Dec. 14, on a 
wofan who died in hospital following an injection of 
insulin given by her own doctor at home for the treatment 
of mental disorder. The coroner said he was satisfied that 
the injection was not of the right kind of insulin and that 
it ought not to have been administered by a general 
practitioner. He believed, however, that the doctor had 
acted honestly and with the best possible intentions in 
the special circumstances with which*he was faced. 


The woman, aged 45, died on Dec. 8 in Crumpsall Hospital, 
from bronchopneumonia secondary to hypoglycemic coma 
following the injection. 

Her husband said that on Nov. 26 the doctor gave his wife 
an injection. She had been racing out of the house and it was 
becoming very difficult to keep her under control. His wife 
went to sleep. She was still asleep the next day. The doctor 
was called and, after examining her, recommended that she 
be allowed to come round of her gwn accord. In the late 
afternoon her husband noticed a trickle of blood from her 
mouth, and she was making a noise in her sleep. He called 
in‘ the doctor again, and his wife was removed to hospital, 
where she died twelve days afterwards without regaining 
consciousness. 

In evidence the doctor said that he had tried to get the 
patient admitted to a mental home, but an official had 
informed him that he was unable to help because there were 
much worse cases awaiting admission. Her husband was being 
driven nearly out of his mind by her behaviour, and their two 
daughters had begged for something to be done. ‘‘I knew 
what should be done and I knew where it ought to be done ; 
but these places seemed to be beyond our reach. . . . 1 was there 
in the house and I had to do something. I knew it was a risk, 
but I also knew that if nothing were done it might end in 
tragedy for other members of the family.”’ 

The coroner said that the doctor had found the patient’s 
husband “‘ on his beam ends ’’ and unable to stand the strain 
any longer. Thet was why he felt he simply had to do some- 
thing about it. He had tried in vain to get the patient into a 
mental hospital and was acting in the way he thought to be 
right in those conditions. 


1. From 14, Grosvenor Crescent, London, 8.W.1. Pp. 64. 2s. 6d, 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


I MYSELF stopped believing in Father Xmas some years 
ago, and have made no effort to perpetuate this delusion 
in my young. But they actually saw him once, and the 
suggestion that it wasn’t him but Uncle Donald fell on 
deaf ears: after all Uncle Donald hasn’t got a long white 
beard. Then there are those presents inscribed (as Bill, 
at 5, can now just decipher) ‘‘ Love from Father Xmas,” 
and the unflinching belief of his colleagues at school, not 
to mention active indoctrination by the teaching staff, 
doubtless because they think we like it that way. ‘‘ Do 
you believe in Father Xmas?” I asked on Xmas Eve 
while pinning pillow-cases to their beds. ‘‘ Yes,’’ they 
both affirmed promptly. ‘Do you?” added Bill. 
“No,” I replied emphatically, but they were quite 
unconcerned. ‘ He’s a nice man,” said Bill. Jo (3) was 
‘** Don’t let him come here, make him give all 
our presents to Mummy at the end of the garden.” This 
was promised, and apart from a couple of screaming 
attacks the night passed peacefully. We’re all right now 
for another year. 


less sure : 


Long ago I remember an occasion (I was less psycho- 
dynamically orientated then) when I pretended to be 
Father Xmas before an audience below age 8, most of 
them well known to me. So successful was my dissimula- 
tion that, as I changed upstairs, they ran to the window 
and swore that they all saw me climb into a sleigh and 
ride away. On my return, the improbable excuse of 
having done the washing-up was accepted fully, and I 
was commiserated with at length for having missed this 
remarkable visitation. Though the delusion is common 
enough, this is the only Father Xmas hallucination I have 
definitely met; its unanimity is noteworthy and the 
high 1.Q.s of two of the 8-year-olds. Yes, quite remark- 
able. In fact . I don’t know . . . silly . . . damme, I 
wonder. I wonder if they actually did see a sleigh 
out there... 

* . * 


The ward Christmas party for patients and their 
visitors was held on Saturday afternoon. 


A quick round in the morning showed that all the beds 
were full with the usual selection of bronchitics, ulcers, 
and heart-failures. But that did not deter Sister from 
putting on her decorations. When I returned in the 
afternoon the ward had been transformed. A large 
clearing had been made in the middle, and tables laden 
with sandwiches, cakes, and sweets had been placed 
along the walls. The beds, together with their patients, 
had been moved to one end of the ward and arranged to 
give each patient a good view of the proceedings. 

These began with an entertainment. Somebody 
played the piano. A troupe of girls from the local dancing 
school, appropriately clad in tartans, performed a number 
of Highland dances with great agility. A young woman 
sang Scotch folk-songs, sad and sweet. The clergyman 
son of one of the patients did some conjuring, which went 
down well with the children. A nurses’ teddy-girl band 
played hot tunes with a tin flute, a tambourine, and a 
washing-board. 

Sister had laid on a marvellous tea, after which 
cigarettes were passed around and prim uniformed nurses 
were able to smoke with gay abandon for once in the 
year. ; 

As soon as the tables were cleared, dancing started. 
Charlestons and Rock and Roll were favourites. It was 
interesting to note convalescent progress. The young 
woman with the subacute bacterial endocarditis was 
fox-trotting with the houseman. The hemiplegic with 
jargon aphasia, beaming with smiles, was dancing with 
her son. The obese grannie with hiatus hernia, who had 
defied a face-value diagnosis of myxcedema, for once 
did not complain of pain and was full of giggles. After 
trifle with real cream—donated by Sister’s uncle—the 


evening ended with Auld Lang Syne, during which my 
left hand was warmly clasped by the convalescent lobar 
pneumonia whose illness had probably followed her 
partiality for spirits. 


IN ENGLAND NOW 
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As I was leaving the wards the beds had already been 
straightened out with mathematical precision and the 
bedpan round was beginning. 

The junketings of a small-town Scottish hospital may 
not last long, but while they last they could give the 
Chelsea Arts Ball points for verve. 

* . aa 


I sent my wife to get the petrol coupons. <A small 
sandy-haired man fingered through the tattered pages 
of the log-book (the car has changed ownership as many 
times as the Ministry of Transport spaces permit) and 
asked what horse-power it was. My wife said she didn’t 
know. ‘ Well,’’ he said; ‘“‘ how many litres is it?” 
My wife tentatively offered 2, or it might be 6. They went 
through it together this time and found clearly marked 
** Cubic capacity... ” They shook their heads 
sadly over this and wondered how many litres there were 
in ac.c. ‘ Anyway,” said my wife eventually after an- 
other man had been consulted with equally blank effect, 
‘* T know he was expecting to get the maximum amount.” 
She got it without further question. In parting he said 
that as a doctor I would get supplementary without any 
trouble at all, and, unasked, pressed a large form into 
her hand. I meditated about this, and decided that as 
I did old Stan’s surgeries for him sometimes, and the 
odd visit, I could legitimately go for an extra gallon 
or two. 

I took the form and my log-book (yes, I always read the 
instructions, however small the print) and put them in an 
envelope with a stamp. The trouble was where to send 
it: 1 asked the first policeman where the regional 
petroleum officer lived. He said it had just slipped his 
mind but the station was round the corner and would 
certainly know. The station officer was shocked that the 
information wasn’t readily to hand and the apparatus of 
the Metropolitan Police was galvanised to instant action 
—constables were dispatched to the ends of the station 
and searched through files. Ultimately, after 10 minutes 
and two urgent phone calls to headquarters, they regained 
their breath and said he lived at 97, High Street. Never 
have I placed a letter in Her Majesty’s letter-box with 
greater confidence, proud of the zeal of the constabulary 
in gathering accurate information for the most banal 
request of the most common of subjects. Day followed 
day, and week followed week, and my colleagues proudly 
flaunted their supplementaries, granted in full to the last 
drachm. My application, a difficult decision for them 
I thought, must be going up to Ministerial Level. It 
came back yesterday scarred with the stamps of almost 
all the many local-government offices that live in the 
High Street (including about six in the Town Hall). A 
little note tells me that “‘ the address of the Reg. Petr. Off. 
can be obtained at any Post Office.’’ But he certainly 
doesn’t live in High Street. 


25,22 c.c. 


oe 


” * ” 


By all means let the pharmacists tell us of their pro- 
ducts, provide us with blotting-paper, and offer us elegant 
little samples. But would they please change their habit 
of delivering their samples by the Saturday morning post. 
On that day there is no daily woman, the children do 
not have school, the breakfast might be a little late. Bang 
goes the knocker, the postman has a sample he can’t 
push through the letter-box, or even a registered packet. 
Please post early in the week. 


* * * 


LIONEL WHITBY 


It is the remembering face of a warrior 
Grooved by the chisel of pain 

With the radiance of victory 

Easing the grain. 

The voice is a teacher’s bass 

And the laugh, a student’s fun. 

The halting step becomes a grace 

In such a one. 

With power uncorrupt he strove 

And gave humanity his love. 

Let grief submit and comfort find 

In handing on the treasures of his mind. 
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Letters to the Editor 


THE FUTURE OF NURSING 

sir,—I hope that Dr. Ritchie Russell’s letter will not 
suffer the same fate as one which I wrote to you on 
\pril 23, 1953, when I voiced a similar alarm at the 
trend which I thought was already apparent. The fact 
that what I then said elicited no response was a great 
disappointment to me, for it suggested that the medical 
profession no longer felt a sense of concern regarding the 
training of the nurse. Yet the steps which are now being 
taken, or are contemplated, may result in a few years 
in the lowering of nursing standards in all hospitals with 
specialist interests. A comparatively small body of 
women will have passed through a form of “‘ officer class ”’ 
training and will have little concept of the true needs e% 
hospitals. The specialist hospitals will then have to 
depend in the main upon nursing aides and orderlies 
whose training may often be indifferent. 

In my last letter I advanced the view, which I still 
hold, that nursing as a vocation should be allowed to 
develop only in line with the needs of the doctor and of 
he public whom we both serve. Yet every doctor who 
works in hospital is aware that much of the training 
which the student-nurse must now receive is more in 
keeping with a training for some kind of junior house- 
officer. A perusal of the examination papers which they 
are required to pass, and a knowledge of some of the 
things they are asked at oral_examinations, make such 
an assertion quite proper. 

It has been my own recent experience to be informed 
by a sister tutor that the nurses would require to have 
lectures (a) on the social aspects of infectious diseases 
by an almoner or social worker, and (b) on occupational 
therapy in tuberculosis by an occupational therapist. 
Since the hospital at present boasts of neither of these 
officers I asked if I could not give (a) and the chest 
physician (b). The answer was ‘‘no’’; and when I asked 
if a perhaps second-rate lecture by some unknown 
persons would be preferred to lectures by doctors who were 
regarded as highly knowledged in these subjects, I was 
told that the regulations ought to be followed. Now, of 
course, it, may be alleged that this sister tutor was merely 
being stupid, but it must be pointed out that she was 
a properly qualified tutor. 

Does it not need to be stated very bluntly that the 
seniors in the nursing profession who contemplate these 
new changes are motivated by what would be properly 
called snobbishness ? As the numbers of nurses required 
increase, they see more and more applicants who do not 
come from the social grades which were the usual source 
in the past. Rather than give encouragement to such 
entrants, they say, let us constitute some higher grade 
which alone can carry the unqualified title of ‘* nurse.”’ 
[hese repositories of much half-digested learning will be 
better able perhaps to follow the discussions of the 
consultant physicians regarding differential diagnosis, 
interpretation of laboratory reports, or definition of 
treatment. But the poor patient will depend for his 
nursing on individuals whose claim to the title ‘‘ nurse ”’ 
must be qualified by the words “‘ aide ”’ or “‘ auxiliary ”’ 
or ‘‘ assistant.” One might wonder whether it would 
not be more proper to retain the word ‘‘ nurse ’’ for the 
person who really nurses and find some new title for this 
officer grade ? 

Meantime, thousands of girls pass nursing by—girls 
who in a more sensible world would find the nursing care 
f sick folks a rewarding career. The loose statement is 
often made that hospital medicine today needs more 
highly trained nurses. The fact is that this statement 


‘equires careful interpretation—for what is wanted are 
many many more ordinary nurses and a few who by post- 
graduate training have the capacity to take charge of 
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wards, operating-theatres, &c. 

small proportion of the former. 
May one suggest that the time is ripe for a new Lancet 
Commission on Nursing which would allow the medical 
profession to redefine in terms of the 1950’s the kind of 
nurse this country requires ? 

Glasgow. 

HEALTH FROM THE HEALTH SERVICE 

Sir,—Dr. Joules’s statement of Dec. 8 represents 
enlightened opinion. 

The real achievement in preventive medicine should 
not screen our failures. Dr. Joules argues that the public 
health of young people is of such an order that we should 
reorientate our attention to the later decades where 
physical illness is our most urgent problem. Nevertheless, 
what we know of the xtiology of lung cancer, hyper- 
tension, ischemic heart-disease, and peptic ulcer suggests 
the causative factors are established in the habitual 
activities of people while they are young. The suggestion 
that the greatest enemy of the middle-aged man is his 
wife, who, in compensation for some other inadequacy, 
is over-indulgent in dietary attention, reminds us that 
people usually marry when young, and excess body-weight 
may be the ultimate reward of protracted matrimonial 
disharmony. Information on school-leavers declares that 
physique has never been better, but their subsequent 
occupational and matrimonial adjustments are uncertain 
and confused. Can it be that the foundation of physical 
disorder in the 50s and 60s stems from the emotional 
faux-pas in the 20s ? With neurotic disorder omnipresent 
in urban populations, we can assert that we have a youth 
physically equipped but emotionally unprepared for the 
world in which they must adjust. Is this not evidence 
that we have not even begun to approach a general 
state of mental well-being ? Can we be sure that physical 
and mental well-being are separate problems ? 

Prof. O. L. Zangwill! can say of psychology that 
it has so far ‘failed to produce anything resembling 
a coherent and generally accepted body of scientific 
theory ... every psychologist has perforce to create his 
own psychology.’’ Prof. H. J. Eysenck,? speaking of data 
available, states they ‘‘ do not prove psychotherapy to be 
valueless, but rather that they fail corispicuously to show 
any positive consequence following its use.’ 

But what does Dr. Joules say of this terrifying situa- 
tion ? ‘‘ Mental health, in an acquisitive and densely 
crowded society, can come only from a wise education by 
which endeavour is canalised along routes likely to bring 
harmony rather than internecine competition.’”? Would 
it be more honest to admit that we are unable to usefully 
predict our future, to acknowledge our ignorance, and 
to recognise mental health as our’great problem wherein 
lies the opportunity for a tremendous advance ? Should 
we be disappointed to discover no connection between 
mental health and the physical illness of the 50s and 60s, 
at least we can ensure that our potential longevity is 
worth having, and is not increasingly terminated in 
suicide, or in the chronic mental hospital. 


J.D. PAULETT. 


The latter group is a very 


THomas ANDERSON. 


St. Paul’s Cray, Kent. 


DANGEROUS CONTAMINANTS IN STORED 
BLOOD 

Sir,—Deaths are best prevented by eliminating com- 
mon causes—not rare ones. In transfusion one estimates 
that hepatitis kills 1 recipient in 10,000—15,000 ; serologic 
incompatibility 1 in 4000—-10,000 ; bacterial contamina- 
tion something like 1 in 350,000. ‘Dr. Aidin (Nov. 17 
and Dec. 22) wants us to do a special test to eliminate the 
1 death in 350,000, forgetting that the hurry and worry 
of the extra test may increase the 35-90 deaths due to 


1. Sanaa. 0.1L. New Outline of Modern Knowledge. London, 1956; 

p.1 

a H. J. Use and Abuse of Psychology. London, 1953; 
1 
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serologic error, or delay the transfusion so that an 
occasional patient may die. 

Dr. Drummond’s (Dec. 15) experience that 5-1% of 
entered bottles are contaminated is a sufficient refutation 
of Dr. Aidin’s belief that bottles can be entered without 
danger. His bacteriological test seems likely to kill 
more patients than it saves—at least if he continues to 
assume that he can enter the bottle without contaminat- 
ing it. I maintain that the safest procedure is to use 
pilot bottles and to refrain from entering the main bottle 
until it is actually to be used. 


Central Middlesex Hospital, 
W.10. 


London, N. GEORGE DISCOMBE. 


SEVERE TOXIC REACTION TO HYDRALLAZINE 

Sir,—Dr. MeNicol and Dr. Hutchison described 
(Dec. 22) an unusual instance of the toxicity of hydrall- 
azine! (‘ Apresoline’; l-hydrazinophthalazine)—appar- 
ently the first example of this disturbance to be reported 
in the British literature. They thereby drew attention 
to a problem of some practical importance to the cardio- 
logist, but of profound theoretical interest to those 
investigating the rheumatic diseases. 

A small but significant number of patients treated with 
large amounts of hydrallazine for long periods have been 
found to develop a condition clinically resembling 
rheumatoid arthritis.?* If the administration of this 
drug is continued after the appearance of these changes, a 
proportion of patients, again small, manifests signs which 
more or less closely mimic those of disseminated lupus 
erythematosus (D.L.E.). These changes, which include 
fever, anemia, loss of weight, and splenomegaly,‘ may 
be accompanied by a skin rash of ‘* butterfly ’’ distribu- 
tion. Histological examination of the involved skin may 
reveal changes resembling those of D.L.E.° In a few 
patients it has proved possible to demonstrate in the 
plasma a factor capable of inducing the formation of 
cells morphologically indistinguishable from the ‘‘ L.8.”’ 
cell of Hargraves.* The description of these undesirable 
pharmacological effects raised the hope that a means had 
been found by which the changes of D.L.z. might be 
reproduced in the laboratory animal. This suggestion 
has been investigated by Schroeder and his colleagues, 
and culminated in a description by Comens ’? of changes 
in the dog caused by the long-continued feeding of 
hydrallazine. 

I have lately been able to substantiate the claim by 
Comens that dogs fed large doses of hydrallazine soon 
develop severe illness. In a paper submitted for publica- 
tion elsewhere, the production by this means of severe 
and rapid weight-loss, progressive iron-deficiency anzemia, 
altered plasma-proteins, and other changes has been 
described. The loss of weight was unrelated to the taste 
of the drug; during the greater part of the experiment 
the animals ate voraciously. Examination of suitable 
preparations of dog serum and human leucocytes revealed 
the appearance of cells resembling those described by 
Comens, which he considered to be indistinguishable 
from the classic ‘‘ L.B.’’ cell; however, the histological 
examination of freshly fixed tissue from the majority of 
the organs from these dogs did not reveal changes similar 
to those found in D.L.£. 

The question now arises: to what extent does this 
disorder of dogs provide an experimental replica of D.L.E. ? 
The evidence given by Comens for considering these 
illnesses identical includes the description of two specific 
changes: (1) the demonstration in dog sera of a factor 
1. Gross, F., Druey, J., Meier, R. 
Morrow, J. D., Schroeder, H. A., Perry, 

1953, 8, 829. 

Dustan, H. P., Taylor, R. 
clin. Med. 1953, 42, 801. 

Lansbury, J., Rogers, F. B. Bull. rheum. Dis. 1955, 5, 85. 

Weiss, R. S., Swift, 8S. Arch. Dermat. 1955, 72, 103. 

6. Hargraves, M. M., Richmond, H., Morton, R. Proc. Mayo Clin. 


Experientia, 1949, 6, 11. 
H. M. jun. Circulation, 


D., Corcoran, A. C., Page, I. H. J. Lab. 


1948, 23, 25. 
Comens, P. 


J. Lab. clin. Med. 1956, 47, 444. 
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inducing the formation of cells similar to those produced 
in D.L.E.; and (2) the discovery at necropsy of histological 
changes resembling those of p.L.E. in the human. The 
‘*1.E.”’ cell of Hargraves,® to be accepted as diagnostic, 
must contain homogeneous basophilic material of 
nuclear origin. The cells produced with dog sera in our 
experiments do not conform to this description. Among 
the histological changes regarded as being most charac- 
teristic of D.L.E. is the ‘“‘ wire loop’’ change in renal 
glomerular capillaries. Changes of this general pattern 
may indeed be found in kidneys of the treated dogs ; 
they may also be found in the glomeruli of untreated 
animals of the same species, age, and sex. 

The conclusion seems inevitable that the response of 
the dog to hydrallazine, while yielding an interesting 
parallel to the human “* hydrallazine syndrome,”’ does not 
provide a reliable experimental model of D.L.£. To what 
extent it may prove possible to reproduce D.L.E. in an 
animal species remains uncertain: the hypertensive rat 
responds to high doses of hydrallazine by the production 
of glomerular lesions of a most unusual type (personal 
observations, unpublished), but, as with the dog, it 
cannot be held that these resemble the lesions of D.L.E. 
in more than the most superficial manner. 

Pathology Department, 

University of Edinburgh. 

CORTISONE AND ULCERATIVE COLITIS 


Srr,—Mr. Brooke ® is right in saying that it is rare to 
find the large intestine adherent in uncomplicated 
ulcerative colitis, but we wonder if it is correct to attribute 
the other effects he speaks of entirely to steroid therapy. 
By their anti-inflammatory action steroids may some- 
times predispose to friability and disintegration, but this 
state of the bowel may be the result simply of using 
ineffective therapy of any kind too long and/or allowing 
the disease to advance beyond the possibility of surgical 
help. That the condition Brooke describes may be due 
to the disease itself is ilustrated by the following 
case-history. 


DuGALD L. GARDNER. 


A woman, aged 34, was admitted to hospital ill, toxic, and 
incontinent of feces, with a five weeks’ history of severe 
ulcerative colitis. The only treatment received had been a 
short course of (?) chloramphenicol at the onset. 

At sigmoidoscopy numerous deep excavating ulcers were 
seen, baring the muscle coat. Four days after admission, 
after two days’ treatment with oral neomycin, colectomy was 
carried out by one of us (J. S8.). At operation the colon was 
very friable, and several perforations had occurred in the 
descending and sigmoid colon where the bowel lay against 
the anterior abdominal wall. There was no frank peritonitis. 
Extensive peritoneal fecal soiling occurred from disintegration 
of the friable bowel during its removal. Most of the mucosa 
below the hepatic flexure had disappeared. The patient made 
a rapid and uninterrupted recovery, leaving hospital 43 days 
later. The neomycin may have been responsible for the 
absence of peritonitis, although colonic feces cultured at the 
operation were not completely sterile. 


We agree that steroids should always be used with 
caution in ulcerative colitis, and we have never given 
them to patients with ulcers extending down to the 
muscular coat. This type of ulceration must be looked 
for, and can be seen easily on sigmoidoscopy and (perhaps 
less easily) on radiography. Brooke’s comments and 
illustrations of the X-ray changes in severe cases are of 
great interest and importance. In patients with this 
type of deep ulceration we find that colectomy carried 
out promptly is better than any form of medical treatment. 
A short preliminary course of broad-spectrum antibiotic 
by mouth is justifiable to reduce infection in case of 
perforation. 

In the Medical Research Council trials of steroid treat- 
ment in ulcerative colitis it has been clearly understood 
8. Harvey, A. McG., Shulman, L. E., Tumulty, P. A., Conley, C. L., 


Schoenrich, E. H. Medicine, 1954, 33, 291. 
9. Brooke, B. N. Lancet, 1956, ii, 1175. 
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that the length of the course of treatment was governed 
by the patient’s condition. Whether the trial treatment 
is continued for the full six weeks has always been 
decided by the physician in charge of the patient. 
Brooke says that steroid therapy should cease if there 
has been no response after one or two weeks. We have 
not found this necessary, and indeed it is common 
experience that patients may take much longer to improve 
with any medical treatment. What is needed is close 
observation, including repeated sigmoidoscopy and radio- 
graphy, of the patient who shows signs of clinical 
deterioration. In this way deep ulceration may be 
discovered and surgery resorted to in time. 

All who look after patients with ulcerative colitis will 
agree with Brooke’s last point. Cases of ulcerative colitis 
of any severity are best treated by physicians and 
surgeons jointly. 

J. SCHOLEFIELD 
W. J. FERGUSON 
N. F. CoGHIL. 


SARDIAC ARREST 

Srr,—I was surprised to read in your annotation 
under this heading! the statement that the use of 
cardiac massage is restricted because a physician and 
even a general surgeon may hesitate to do an immediate 
thoracotomy. This sentence seems to indicate some 
confusion of thought. The restriction surely applies only 
to the ability or knowledge of the physician or surgeon 
and not to the use of cardiac massage. One would not 
expect to see an annotation headed ‘‘ Laryngeal Obstruc- 
tion’? in your columns which contained the statement 
that the use of tracheotomy in the treatment of this 
condition was restricted because doctors might hesitate 
to perform it. The two situations are precisely analogous. 

I fear that your annotation might encourage doctors 
in their hesitation to perform thoracotomy and might 
lead them to attempt the alternative methods which you 
outline. This could only have the effect of increasing the 
mortality from cardiac arrest, which is still about 70%. 
In fact, several hundred people die from this condition 
every year. 

The immediate essential in the treatment of cardiac 
arrest is not to re-start the heart but to maintain the 
cerebral circulation. As you state, an external electric 
shock may restore normal ventricular action. Cardiac 
massage always will maintain effective cerebral circula- 
tion, but it must be started immediately without recourse 
to other methods as a preliminary. 

The time has now come when all, including physicians 
and general surgeons, who carry out any procedure on 
a patient which may cause cardiac arrest should be 
capable of dealing with the situation by thoracotomy 
and cardiac massage. Such procedures include local 
and general anesthesia, injections, and investigations 
as well as operations. I have personal knowledge of cases 
in which physicians have performed cardiac massage and 
in which anesthetists have had to persuade surgeons to 
open the chest, and even, when the surgeon refused, have 
had to perform a thoracotomy themselves. 

I do not think the position was put too strongly by 
Beck 2 when he stated : 


West Middlesex Hospital, 
Isleworth. 


**T don’t think we are doing the right thing for our patient 
unless we have knowledge of resuscitation procedures. I think 
it is a crime for a surgeon to walk away from the operating 
table, the patient dying, without doing anything. If I were on 
a jury in a court and had to make a decision about the 
responsibility for the death of a patient with a previously 
normal heart who died on the operating table, I would have 
to vote against ths surgeon. There is no excuse, it seems to me, 
for a surgeon not knowing how to resuscitate a heart.” 

Brompton Hospital, 

London, 8.W.3. 
1. Lancet, 1956, ii, 1201. 
2, Beck, C. 8S. In Henry Ford Hospital International Symposium 
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on Cardiovascular Surgery. Philadelphia, 1955; p. 404. 
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THE USE OF PLASMA 


Str,—Some of the contentions with regard to plasma 
and its substitutes in Admiral Rainsford’s letters of 
Oct. 27 and Dec. 15 should not be allowed to pass 
unchallenged. While his initial suggestion that homo- 
logous-serum jaundice should become a notifiable disease 
is one with which few would disagree, several of his 
subsequent statements are, to say the least, extremely 
controversial. 

With regard to the risk of homologous-serum jaundice 
following plasma-infusion, Dr. Wallace (Nov. 3) has 
provided the correct figures and drawn attention to the 
view that modern plasma preparations can be used with 
relative impunity in this respect. Coagulation defects 
due to the citrate content are likely to be encountered 
only with massive transfusion in the presence of liver 
failure. The risks of dextran infusion are less clear, 
though there is increasing evidence that it may on 
occasion precipitate coagulation failure.! 

The statement, however, that stored plasma is of no 
value in correcting coagulation defects is seriously mis- 
leading. It has been shown that dried plasma stored at 
room-temperature for three years has a high fibrinogen 
content.2, This is the most widely available plasma 
preparation, and when infused in _ concentrated 
solution it has proved life-saving in cases of coagulation 
failure due to fibrinogen depletion. Deaths have occurred 
in such cases while attempts were being made to obtain 
fibrinogen from a distant source, while the immediately 
available crude plasma was ignored. It would be most 
unfortunate if Admiral Rainsford’s remarks should lead 
to further tragedies of this nature. 


Department of Obstetrics and 
Gynrecology, University of Liverpool. 





JAMES §8. Scort. 


THE SCIENTIST AS CITIZEN 


Sir,—Although it is highly relevant to medicine, 
Dr. Douglas McClean’s paper * is concerned with a wider 
than medical issue. 

Where scientists are concerned, I must confess that 
I belong to the ivory-tower school and believe that pro- 
fessionally they should, in Dr. McClean’s words, only 
speak when spoken to. By this I mean that, while they 
have every righkg and capacity to advise about means to 
ends, as scientisis they know nothing of ends themselves. 
In certain contexts they are most anxious to tell us so. 
They are rigidly anti-teleological in their attitude to 
discoveries in every field, and they remind us from 
time to time that they can discern no apparent purpose 
in the universe. They cannot therefore tell us what 
policies to adopt and what to reject in order to pursue 
universal ends, because no such things are known to 
them, nor have they any scientific criterion of what 
is ‘‘ good.”’ Our esthetic sense (no doubt epiphenomenal) 
is offended by certain aspects of Nature, in plant, 
animal, and human existence, and we desire to avoid 
them because they are unpleasant to us and may deprive 
us of life, which we have an irrational urge to preserve ; 
but as scientists can we say more than that according 
to our terms of reference ? 

The point which I think some scientists are apt to 
overlook is that science is a valid guide for only a small 
part of human experience, and those who want to increase 
its proportion do so by narrowing the field, as by ruling 
out many questions as unmeaningful, and not by extend- 
ing its range. Dr. McClean, for instance, has in mind 
a number of objectives which he thinks scientists should 
act in concert to secure, such as the abolition of war, 
the avoidance of over-population, and the development 
of agriculture. But it is as citizen, not as scientist, that 
1. —— M., Dameshek, W. The Hemorrhagic Disorders. New 

ork, 1955. 
2. Scott, J. S. Brit. med. J. 1955, ii, 290. 
3. Lancet, 1956, ii, 1298. 
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he has learned to regard these as worthy aims, con- 
tributing to a happier and more secure world that is 
a desirable goal not only to the humanist tradition. The 
ideology to which a scientist subscribes—humanist, 
Christian, Communist, or what not—ought not to colour 
his observations of natural phenomena, but it seems to 
me that it is bound to determine how he applies his 
knowledge of them. He serves some master or other in 
the employment of his talents, however much he might 
wish it otherwise. 

JosEPH V. WALKER. 


PREGNANCY TOXAMIA 


Srr,—Mr. Norman Morris and his colleagues at 
University College Hospital have shown (Sept. 8, p. 481) 
that the blood-supply of the pregnant uterus is diminished 
by exercise, and that in toxamic women the blood-supply 
is below normal even when the patient is at rest. 
I warmly welcome this new evidence, but its great 
obstetrical importance cannot be fully appreciated unless 
it is related to other clinical and experimental data. May 
I therefore give my explanation of the findings ? 

In the toxemic woman at rest, diminution of uterine 
blood-flow is due in the first place to a mechanical factor 

namely, tautness of the uterine muscle. (Reynolds? 
has emphasised the tautness of the uterine wall in first 
pregnancies and has also shown that this diminishes the 
myometrial circulation.?) But resistance to stretch, as 
seen in the virgin uterus or in one which has to enlarge 
abnormally to accommodate a big infant, twins, hydram- 
nios, or concealed accidental hszemorrhage, also sets off 
the uterorenal reflex, and this induces a variable vaso- 
constriction in the kidney, dependent on the strength of 
the stimulus and the responsiveness of the kidney to it. 
Renal ischemia in its turn induces a corresponding degree 
of splanchnic vasoconstriction,” which (since the uterus 
lies in the splanchnic bed) further impairs the uterine 
circulation. 

Exercise, whether in the normal person or in the 
toxemic patient, also induces vasoconstriction in the 
kidney. In a normal person, exercised to the point of 
discomfort, the flow of plasma through the kidney may 
be reduced by a third.‘ This effect is likewise evident in 
renal disease ; for we know that in a patient with acute 
nephritis in whom the glomerular filtra@on-rate and the 
effective renal plasma flow are already diminished,® ® 
these will be further reduced even by the small effort 
involved in becoming ambulant after being in bed.’ 
Similarly in women with pregnancy toxemia the renal 
plasma flow has been diminished by the uterorenal reflex ; 
and, where renal ischemia resulting from this reflex has 
been acute or long-continued, it will have caused glom- 
erular swelling and exudate in Bowman's capsule,® 
further diminishing the renal circulation. (Experimen- 
tally, similar anatomical changes have been provoked by 
ischemia in the studies of Hoff,® Fajers,!° and others.) 
Exercise or effort, by increasing renal ischemia, will 
increase this damage. As Morris and his associates say, 
in pre-eclampsia 


Darlington. 


* the blood-flow to the uterus is still sufficient for foetal needs 
in spite of further reduction caused by maternal activity. In 
the extreme case, however, the additive effect of reduction 


1. Reynolds, S. R. M., Baker, J. T. Contr. Embryol. Carnegie Instn, 
1951, 34, Publ. 592. 

2. Reynolds, 8S. R. M. Physiology of the Uterus. New York, 1950. 

}. Sophian, J. Toxemias of Pregnancy. London, 1953. 

3a.Shorr, E., Zweifach, B. W. L. Proc. Amer. Heart Ass. 1949, p. 7. 

4. Smith, Homer W. Principles of Renal Physiology. Oxford, 
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5. Milne, M. D. 
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of uterine blood-flow by exercise and that dependent on the 
pre-eclamptic vasoconstriction might endanger the growth or 
viability of the foetus.”’ 

The physiological value of the renal-ischemia mecha- 
nism is that it diverts oxygenated blood from the kidney 
to other parts of the body where such supplies may be 
particularly needed. In exercise it increases the flow of 
blood to the muscles and in shock it maintains the flow 
to the brain. Though the pregnant uterus stands to 
gain by this diversion of blood associated with renal 
ischemia, it loses by the vasoconstriction which renal 
ischemia induces throughout the splanchnic bed; and 
on balance it loses. Considered teleologically, the defici- 
ency of circulation caused when the uterus resists stretch 
could be the ultimate stimulus provoking the uterorenal 
reflex ; and continuing deficiency in the blood-supply to 
the uterus would keep the uterorenal reflex in action, 
and increase renal ischemia—the vicious circle suspected 
by Morris. Thus the defensive physiological mechanism 
may be so intense as to destroy the foetus (by anoxzmia) 
and even the mother (by interfering with renal function 
and by inducing hypertension and fits). 

In the uterorenal reflex we have the primary explana- 
tion of pregnancy ‘‘ toxemia’’ and its consequences. 
Hitherto the chief evidence that there is such a reflex 
has been (1) that in animals blanching of the kidney has 
been seen to follow distension of the uterus; and 
(2) that in pre-eclamptic women tocometric tracings in 
labour have—on one occasion so far—shown that 
heightened uterine tone precedes hypertension (presum- 
ably renal). Also the satisfactory therapeutic effect of 
draining the liquor has frequently been reported. But 
now there is also biochemical evidence ; for McGaughey 
et al.12 have demonstrated, in dogs, a mean reduction of 
23% in the urinary clearance of p-aminohippuric acid 
following acute distension of the uterus—indicating a 
reduced renal plasma flow. (I must add that these 
workers do not themselves attribute this change to renal 
cortical ischemia ; nor do they yet accept my interpreta- 
tion of its part in the etiology of toxzmia.) 

The University College Hospital investigators have not 
only provided a rational explanation of the benefit of 
rest to the toxemic patient: they have advanced our 
insight into the etiology. All their findings are compatible 
with the view that pregnancy ‘‘ toxzemia’’ results from 
renal ischemia induced, through the uterorenal reflex, 
by stretching of the resisting uterine muscle. 

London, W.1. JoHN SOPHIAN. 


SHORTAGE OF RADIOGRAPHERS 

Srr,—You are doing a service by calling attention to 
the shortage of radiographers, but I do not think you 
or Mr. Baxter (Dec. 22) are correct in assuming that this 
is primarily due to inadequate remuneration. This 
dissatisfaction is largely confined to the few male radio- 
graphers. 

The shortage of entrants to diagnostic radiography is 
due to a variety of causes. The radiation hazard you 
mention does deter some but not very many. The other 
factor you mention—namely, the age of entry—is 
important for the reason you state. This difficulty can 
be overcome in some measure by offering suitable 
candidates posts as dark-room technicians until they reach 
the required age of entry. 

The educational requirements before a girl is accepted 
as a trainee are altogether too high and the course 
itself should be completely revised. The knowledge of 
physics and apparatus construction required by the 
syllabus is ridiculous. In the old days, maybe, a radio 
grapher was required to tinker with a faulty set, but 
nowadays no radiographer would be permitted to touch 


1. Nixon, W.C. W. Personal communication, 1955. 
2. MeGaughey,. H. S. jun., Weller, H., Parker Anslow, W. jun 
Amer. J. Obstet. 1956, 72, 589. 
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the ‘‘ works’’ under any circumstances. An abstruse 
knowledge of circuits, transformers, timers, stabilisers, 
&c., is therefore not required. 

Another hindrance to training is the fact that students 
must be attached to an approved school, though it may 
be granted that with the present syllabus it would be 
very difficult for a girl to pass the examinations without 
lectures from physicists. 

Since the N.H.S. began, radiographers in hospitals 
must have the m.s.R. qualification. It is at once evident 
that the Society of Radiographers is in a powerful position 
and by making the examination far too difficult limits 
entry into the profession. 

The taking of a good radiograph consists of two 
essentials : (i) positioning of the patient ; and (ii) correct 
exposure of the film. For neither of these is a knowledge 
of physics, mathematics, or English language essential. 
Any intelligent girl of 17 or 18 with an aptitude for the 
work could be taught to do all that is necessary in 
twelve to eighteen months of practical training in a large 
and busy department. 

I must disagree with your suggestion that more 
superintendents should be appointed. It is only in very 
large hospitals that a superintendent is required. The 
radiologist in charge is automatically the superintendent. 

My own view is that radiography is essentially a job 
for a girl. There is insufficient scope to give permanent 
satisfaction to most men. I would be the last to decry 
the value of a first-class male superintendent and I think 
that male students should be very carefully selected with 
this ultimate objective in view. 

X-Ray Diagnostic Department, G 


General Infirmary, Leeds. H. ILLINGWORTH. 


Srr,—In your annotation on this subject! you cite 
the top salary for a chief laboratory technician as £1025. 
This figure applies to chief technicians with a staff of 
twenty technicians, of whom there must be very few. 
The top figure that the great majority of chief tech- 
nicians can expect to obtain is £900 per annum. 


St. David’s Hospital, on — 
Cardiff. T. J. A. LivseEy. 


X RAYS AND LEUKAEMIA 

Str,—Unlike Dr. Rabinowitch (Dec. 15) I would 
congratulate Dr. Stewart and her colleagues on the 
evidence they have brought forward, which has already 
induced a caution in the requests for multiple X-ray 
investigations. 

In 1932 I showed that in osteochondritis it was possible 
to see from radiographs the state of the bone and this 
permitted radiographic control of the treatment, though 
little change might be registered on radiographs taken at 
intervals of less than six months.? Since then radio- 
graphic control has been extensively employed, parti- 
cularly in chest and fracture work—in both of which 
I have seen as many as 100 films of a case. I have seen 
patients who for one reason or another have been trans- 
ferred for treatment to as many as six different institu- 
tions. At each an X-ray investigation has been done, 
though the radiographs and reports of the former 
examinations have been available and the initial report 
later proved accurate. Surely such repeat examinations 
involve unnecessary exposures and reveal a very unfor- 
tunate failure to respect the opinion of colleagues ? 
This is apparent to the patients. The multiplicity of 
repeat examinations for ‘‘ radiographic control ’’ actually 
does more harm than good to the patients since the 
intervals between them are so short that little or no 
change is registered, and the report ‘‘ no change ’’ must 
have a depressing influence on the patient. No case with 
such multiplicity of radiographs has developed leukemia 
to my knowledge. 

1. Lancet, 1956, ii, 1296. 
2. Trans. med. Soc. Lond. 1932, 55, 253. 
Joints. 5th ed., London, 1953. 
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As an experienced radiologist who desires to give the 
best help he can to his patients and colleagues, I welcome 
any evidence, such as that produced by Dr. Stewart 
and her associates, which will cause people to think 
before they demand of very hard-pressed departments 
multiple expensive examinations, or administer chemical 
or physical agents which may do more harm than good 

-fully acknowledging our ignorance of the possibilities. 


Birmingham. JAMES F. BRAILSFORD. 


PSYCHOTHERAPY IN GENERAL’ PRACTICE 

Srr,—That psychotherapy in general practice should be 
the subject of a leading article in your journal (Dec. 29) 
suggests that it has at long last arrived, but your remarks 
were limited to the use of psychotherapy in general 
practice for patients with psychoneuroses. Unfortunately 
this is only part of the story since psychoneuroses, 
according to various authors,’—* account for only 6—-16% 
of all patients seen. When we take into consideration 
those patients suffering from psychosomatic conditions 
(or stress disorders) the incidence rises considerably. In 
a survey ‘in my practice the incidence was 42-8% ; and 
Pougher ® found that 47-6°% of all consultations were 
sought by patients with some form of neurosis (including 
psychosomatic conditions). 


For those who fear that physical disease is being misdiag- 
nosed as neurosis, I would mention that in an analysis of all 
patients referred to hospital over a period of three years, 
31-3°, were found to be suffering from psychoneurotic illness 
or stress disorder. 

In my experience, the use of psychotherapy in general 
practice is by no means limited to patients with frank psycho- 
neurosis: there are many conditions whose labels disguise 
underlying neurosis, so that they do not appear in any survey 
showing the incidence of neurosis. Patients with these condi- 
tions are, nevertheless, amenable to psychotherapy, either 
with or without other forms of treatment. It is hardly neces- 
sary to name them for those experienced in general practice 
but, since few psychiatrists would have had such patients 
referred to them, I might mention some that I have recently 
treated with psychotherapy with satisfactory results: duo- 
denal ulcer, asthma, dysmenorrhcea, psychogenic menorrhagia, 
pruritus vulve, hypertension, migraine, neurodermatitis, and 
spastic colon. 

In discussing the use of psychotherapy in general practice 
with many colleagues, several have queried, for purely material 
reasons, the wisdom of my doing so. It has been pointed out 
to me that the general-practitioner obstetrician receives a 
special fee for his services, which may take up twelve hours of 
his time over seven or eight months. Psychotherapy may 
take two or three times this amount of time over the same 
period without any fee over and above the capitation fee. This 
makes it necessary to keep one’s list down to a manageable 
level, otherwise there would be insufficient time to give to 
those patients requiring it. The result is a self-imposed limit 
to one’s income. 


In addition, therefore, to your excellent suggestion 
that means must be found to improve teaching, means 
must also be found to provide proper fees for special 
treatment carried out by general practitioners. 

It is all very satisfying to look after one’s own patients 
and to treat them oneself, but it is not possible to bring 
up a growing family on satisfaction alone. This could 
well produce an unfortunate conflict, as the way in which 
the general practitioner is paid encourages him to culti- 
vate a large list which must make it impossible for 
psychotherapy to be used for many patients. This is 
more than regrettable since I firmly believe that it is by 
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psychotherapy more than any other method of treatment 
that more patients will be helped—not only for their 
existing illnesses but also as a form of preventing future 
ones in themselves and in their children. 

One last point : you stated that almost every specialty 
began in a small way as part of the work of the general 
practitioner. May I say that I sincerely hope that psycho- 
therapy does not become a specialty but remains essen- 
tially a method of treatment to be used by the general 
practitioner in general practice. 


London, N.W.3. Puitie HopKInNs. 


TREATMENT OF BURNS WITH PLASMA 


Srr,—In the burns unit of this hospital we have been 
treating acute scalds, and some burns suitable for 
exposure, by painting them with concentrated recon- 
stituted human plasma (1 gramme dried plasma to 5 ml. 
Tyrode fluid) and then drying the area with a hair- 
dryer modified to filter the air. This treatment is repeated 
once 6 hours later. A crust is formed after 16-18 hours 
and becomes strong after 36-48 hours. Whenever possible, 
depending on the extent of the damage, the area is 
immobilised with plaster-of-paris, to assist in the healing 
process. 

We are now going ahead with full clinical trials. 

F. Duran-JORDA 


Booth Hall Children’s Hospital, McDowALL. 


Manchester, 9. A. 


DELIRIOUS PSYCHOSIS DUE TO MEGIMIDE 


Str, May I make 
Larsen’s report ! ? 


three comments on Dr. Kjaer- 

(1) The contradiction presented by the absence of ** ‘ Megi- 
mide’ psychosis’’ among the patients reviewed by Gershon 
et al.* and the frequency of this psychosis described by Kjaer- 
Larsen. I have treated only two comparable cases (neither of 
whom showed post-treatment psychosis) and therefore I cannot 
comment directly, but in 1947 I recorded an outbreak of 
atropine poisoning associated with barbiturate narcosis and 
said : *“‘ the conclusion can hardly be escaped that the narcotic 
not only masked the action of the atropine effectively, but also 
in some way reduced its excretion, so that at the end of 
treatment an effect was rapidly produced as if something like 
the total atropine given was acting as a single dose.’’ (About 
50 mg. had been given over 10 days.) The “ atropine psy- 
were practically identical with the ‘ megimide 
psychoses ’’ described by Kjaer-Larsen both in character and 
in the time of onset relative to the barbiturate intoxication, 
and I wonder whether his patients could have taken hallucino- 
genic drugs such as mescaline, Indian hemp, or even amphet- 
amine * shortly before the overdose of barbiturate. 

(2) Kjaer-Larsen describes, but does not classify, three 
kinds of hallucinations: (a) lights, flashes, figures, colours, 
&c. (to which might be added certain noises, smells, &c.) ; 
(b) whole scenes (to which might be added intelligible scraps 
of conversation, associated smells, &c.); (c) experiences 
inseparable from ideas (e.g., of persecution) which are difficult 
to separate from delusions and are often supported by illusions 
and false interpretations. It is a temptation to interpret these, 
in the case of visual experiences, for instance, as successively 
occipital, temporal, and frontal brain phenomena, but at any 
rate some such classification should be kept in mind. Further, 
each of these three kinds of phenomena may be straight- 
forward sense experiences or abnormal distortions. This is 
clearest in the case of (6); a scene may be an identifiable 
memory or a bizarre impossibility. With (a) and (6) especially, 
unusual intensity is conceivably a * release ’’ phenomenon. 

(3) Once again a case is reported of a schizophrenic who had 
no difficulty in recognising his vivid experiences as something 
apart from his long-standing illness, a common although not 
uniform finding in schizophrenics who are given hallucinogenic 
drugs and one comparable to the insight retained by the 
patients with temporal-lobe lesions described by Penfield and 
Jasper.’ I have treated two schizophrenics who were sensibly 
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perplexed by such phenomena for about a year before the 
ultimate diagnosis could be made—i.e., before there was any 
failure to assess the abnormality as such and before any kind 
of delusion was manifest. 


St. Ann’s Hospital, 
Canford Cliffs, Dorset. 


VACCINIA AS A POSSIBLE CARCINOGEN 
disease 


D. N. PARFITT. 


Srr,—I have seen five cases of malignant 
arising a few weeks after smallpox vaccination. 

Case | (previously reported !).—A girl, at puberty, was 
vaccinated on the left thigh. 3 weeks later a sarcomatous 
mass appeared in the right ischiorectal region. It soon meta- 
stasised to the superficial lymph-nodes and liver. The child 
was dead 3 months after the illness began. 

Case 2.—A 44-year-old soldier was revaccinated in the left 
deltoid region in 1942. A few weeks later he had enlargement 
of the left axillary lymph-nodes, which became matted 
together. The surrounding tissues were infiltrated. Biopsy 
showed that the condition was a lymphosarcoma. 

Case 3.—A European woman of 65 said that she had been 
vaccinated in infancy, but there were no obvious scars. She 
was revaccinated in the left deltoid region. 2 weeks later the 
left axillary lymph-nodes became enlarged, followed by the 
right axillary nodes and the inguinal nodes on both sides ; 
an abdominal mass could be felt. Biopsy of a lymph-node 
showed lymphosarcoma. 

Case 4.—A European, aged 51, had been vaccinated in 
infancy. He was revaccinated in the left deltoid region. 
3-4 weeks later he developed a lymphosarcoma, diagnosed by 
biopsy, in the left inguinal glands. 

Case 5.—A European, aged 58, developed abdominal pain 
2 months after vaccination. 2 months later he had a partial 
intestinal obstruction. At operation a lymphosarcoma of 
the transverse colon was found, with involvement of the 
mesenteric nodes. 


I have seen all the last three cases this year. Two 


others bear on this question : 

Case A.—Rea ? reports a case of squamous carcinoma in an 
African woman aged about 40. It arose on a vaccination scar 
very soon after inoculation. The vaccination in this case was 
apparently a primary one. Dr. Duran-Reynals, of Yale 
University, has told me that he knows of cases in which 
epithelioma appeared after revaccination. 

CasE B.—A child, aged 5 years, had a tumour of the left 
thigh which was diagnosed as a metastatic neuroblastoma. 
At first it responded very well to radiotherapy, but later it 
became resistant. The boy was then treated with ‘ C.B.1348,’ 
an oral preparation of nitrogen mustard, and seemed to respond 
to this for a while; but after 2 months there was severe 
leucopenia and the drug had to be stopped. 2 weeks later he 
had a generalised vacciniform eruption, with umbilicated 
vesicles which came out in crops and eventually covered the 
whole body. There was a swinging pyrexia. At this time the 
tumour appeared to spread more rapidly. Vaccinia virus was 
isolated from the fluid of the vesicles. He had been vaccinated 
in infancy. 


The lesion produced by vaccination is usually only 
local, but the virus is disseminated throughout the body. 
It has a special predilection for tissues of the reticulo- 
endothelial system. In 1952 Duran-Reynals * published 
a study of the dual réle of certain viruses, which can act 
as cell-stimulants or cell-destroyers, depending on certain 
environmental influences of which age is of primary 
importance. He also described experiments which showed 
that when a carcinogen, methylcholanthrene, was applied 
to the skin of fowls, a latent pox virus was activated, and 
that this virus could be recovered from the various 
neoplastic diseases which appeared when treatment with 
the carcinogen was continued. 

In most of the cases reported here the patient was 
over 40. This is interesting because in his experiments 
on birds Duran-Reynals found that the age of the host 
was of primary importance in deciding whether a virus 


1. Helman, J. S. Afr. med. J. 1939, 13, 334. 
2. Rea, E. 
Duran-Reynals, F. 


Ibid, 1956, 30, 449. 
Ann. N.Y. Acad. Sci. 1952, 54, 977. 
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stimulated or destroyed cells. In case 1 excess cestrogen 
may have been a factor. In case B the nitrogen mustard 
(known to be carcinogenic for animals‘) may have 
activated a latent vaccinia virus. 


Vasco, C.P., South Africa. J. HELMAN. 
THE FAMILY DOCTOR 
Str,—Many extraordinary statements have been 


made in 1956, but there were two in particular which 
[ find amazing beyond belief. The first was the astounding 
announcement that the average practitioner receives 
£2222 per annum after he has paid his expenses; to 
an average Scottish practitioner this world be frankly 
laughable were it not for the damaging impression 
that it has given to the lay public. The second, and 
perhaps more astonishing news appeared in your annota- 
tion last week, where we learned that a practitioner 
with 4200 patients ‘‘at risk’’ (a delightful phrase, 
I always think !) spends an average of 30 hours a week 
‘‘in contact with patients, travelling between them, 
and administration,’’ as established by stop-watch. I 
cannot help wondering if the good doctor’s stop-watch 
was slow, because I find myself spending not less than 
48 hours in any week looking after about half the number 
(without too much risk, I trust). Nor can I accept that 
my organisation is at fault. I do not need a stop-watch 
to confirm these facts, because for sheer, solid blocks 
of time in the day I simply never cease from ‘‘ con- 
tact with patients, travelling between them, and 
administration.”’ 

The combination of these two extraordinary state- 
ments would suggest that the G.P. is grossly overpaid 
for a very leisurely job. I would like to see much wider 
publicity given to an equally unbelievable fact which, 
however, is all too true; that for looking after each 
member of the demanding public for a year the practi- 
tioner receives about 5d. a week regardless, from which 
he must meet all his expenses. This is the root of the 
tragedy ; it can be proved inescapably that from this 
simple fact all the evils of the National Health Service 
arise, from the destruction of the family doctor to the 
overwrought outpatient clinics, from the overwork 
among some of us to the sad fate of our colleagues who 
cannot find established employment. 

To revert to the personal I would say that without 
my few pleasant, appreciative private patients I would 
have neither the means nor the desire to survive in 
general practice. 

DYSPHAGIA. 


MEDICINE AND THE DRUG INDUSTRY IN 
GERMANY 


Srr,— During a recent visit to Germany I learned of 
one significant aspect of the relationship between doctors 
and drug manufacturers that has not been commented 
on by your contributor in his most interesting article.® 
Apparently there is an excess of doctors in that country, 
and vast numbers are unemployed. As a result, the drug 
houses have no difficulty in persuading qualified practi- 
tioners to act as their representatives, and something of 
the order of two and a half thousand doctors are so 
employed ; one company alone employs 250 for itself, 
a further 200 for its smaller subsidiaries, and the same 
number again for one of its American associates. 

These doctors do not actually sell drugs; they visit 
practitioners frequently, discuss various clinical matters 
with them, and notify them of new drugs that their 
company is marketing. If the doctors show interest, the 
sales division then sends samples. I was amiably escorted 
by one such representative on a recent fact-finding visit ; 
as might be expected some practitioners were extremely 
friendly and helpful and were obviously pleased to see 


4. Griffin, A.C. et al. J. Amer. med. Ass, 1950, 144, 571. 
5. Lancet, 1956, ii, 1304. 
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him, others treated him like a black sheep. I made 
inquiries later both from his sales colleagues and from 
practising doctors and found that both groupings tend 
emotionally to regard these doctors as inferior, although 
objectively both realise that the unemployment-rate is 
so high that such a stigma must be, for the most part, 
unjustified. However, the situation is now so deeply 
ingrained that this enormous diversion of clinical training 
from bedside practice to commercial sales promotion has 
come to be regarded as normal amongst all but the 
eldest members of the profession. 


London, W.1. G. B. STANFORD. 


SAEGESSER’S SIGN 

Srr,—I was interested in Mr. Heslop’s description 
(Dec. 8) of Saegesser’s sign—particularly in the statement 
that pressure over the phrenic nerve in the neck causes 
pain in the abdomen, even in its lower quadrants. The 
fundamental fact for understanding the mechanism of 
any localised subjective experience, such as pain, is that 
it depends upon the activity of cerebral cells rather than 
on the activity of peripheral ones.1-* Therefore it is 
unlikely that Saegesser’s suggestion, that the secret lay 
in ‘* the fact that the phrenic nerve carries sensory fibres 
from the capsule of the spleen,’’ is the correct one ; 
because, the afferent impulses, having circled round 
through the celiac plexus to enter the phrenic nerve, 
would presumably share the common neurone pool of 
the other phrenic fibres in third and fourth cervical 
segments of the spinal cord. The site of the subjective 
experience depends on the central connections of this 
cervical neurone pool, irrespective of their topographical 
origin; and would, therefore, be referred to the 
‘* shoulder tip ’’ even though they originated in the spleen. 

A further objection to Saegesser’s explanation is that 
the necessary neuronal meandering, though possible, is 
hypothetical, no connection between the splenic plexus 
and either the left or right phrenic plexuses being men- 
tioned by Mitchell, Moreover it should be recalled that 
one of the features of referred shoulder-tip pain of 
phrenic origin which puzzled Lewis® was that the 
reference was always to the superficial structures and 
never in the reverse direction; and,in my own experi- 
ments stimulation of the phrenic nerve in the neck of 
conscious patients never produced abdominal pain. 

Hoffman’s account of the mechanism seems to be more 
hopeful, because it is very easy to activate the motor 
fibres of the phrenic in the neck, and the sudden con- 
traction of the appropriate half of the diaphragm makes 
the conscious patient jump. Such a contraction of the 
diaphragm could easily rub some of the blood-clot 
across the costal margins of the diaphragm; and, as 
the diaphragm here has an intercostal nerve-supply, 
this could easily cause pain referred anywhere in the 
territory of D7-D12 inclusive. Mr. Heslop is, I think, 
correct in suggesting that the mechanism of this sign 
depends on the double sensory innervation of the 
diaphragm ; but pain in the peripheral distribution of the 
intercostal nerves could not be produced by any flood of 
sensory impulses up the phrenic nerve, however strong ; 
it could be produced only by a contraction of the 
diaphragm, due to the motor fibres in the phrenic, 
exciting traction on the costal margin of the diaphragm, 
where the muscle and covering peritoneum are innervated 
by the intercostal nerves. A year ago when I had a 
pneumonia in the left lower lobe, I noticed that any deep 
breath regularly produced pain in the tip of my left 
shoulder and in the left upper-abdominal quadrant, and 


1. Woollard, H. H., Roberts, J. E. H., Carmichael,E.A. Lancet, 
1932, i, 337 


2. Penfield, W., Rasmussen, T. The Cerebral Cortex of Man. 
New York, 1950. 

3. Doran, F. 8. A., Ratcliffe, A.H. Brain, 1954, 77, 427. 

4. Mitchell, G. A. G. Anatomy of Autoneuric Nervous System. 
Edinburgh, 1953. 

5. Lewis, T. Pain. London, 1942. 
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that it occurred with inspiration; but I confess that 
I did not compress my phrenic in the neck as a separate 
test. 

If Mr. Heslop will agree that the link between the pain 
in the shoulder and the pain in the abdomen is the 
stimulation of the motor fibres in the phrenic by the 
digital pressure in the neck, causing a contraction of the 
diaphragm, I think his explanation can be accepted. 


Tutnall, — 7 
near Bromsgrove, Worcs. F.S. A. Doran. 


INJURY BY ENEMA SYRINGES 

Srr,—I read with interest the report by Mr. Large 
and Dr. Mukheiber! and I should like to describe a 
further case. 

Five years ago a very fat man, aged 60, was brought to 
the university clinic of therapeutics with slight abdominal 
distension and severe lower-abdominal tenderness and 
rigidity. He said that twelve hours before, because he was 
constipated and was feeling ill, he had decided to have an 
enema. He was in his garden, and he thought that the irriga- 
tion pump would be suitable. He inserted the hard nozzle 
of it, and water was forcefully injected without the aid of 
any other person. There was no evacuation of the bowel, 
but immediately he began to have lower-abdominal colic, 
mild at first but gradually becoming more severe, and which 
was succeeded a few hours later by continuous abdominal 
pain. At laparotomy a wide perforation just at the pelvirectal 
junction was found. The patient died a few hours later. 
athena. G. E. PAPAYANNOPOULOS. 

A SIMPLE SELECTIVE TEST FOR NURSES 

Str,—Mr. Roberts (Dec. 29) appears to have mis- 
understood my letter; the test was offered as a supple- 
ment to the more essential selection tests of intelligence 
and personality, not as a complete procedure in itself. 
One would be temerous indeed in offering a single test 
in this réle. 

What exactly does he mean by requesting a correlation 
for each student ? Intrapersonal correlation coefficients, 
obtained with cattellian P technique, are unsuitable for 
relatively stable factors such as intelligence and reading 
ability. Correlations for specific groups of nurses have been 
worked out 16 years ago by Professor Hunt,? who has shown 
that reading comprehension correlates more highly with 
examination results than any other test of this type—that 
is, that presupposes no previous knowledge of the subject 
or previous scholastic attainment other than in language. 
The rationale for such a test has been well formulated ; 
the justification for its use rests solely on experience, the 
bar at which every selection procedure must stand trial. 

Mr. Roberts's criticisms are on the whole irrelevant to the 
stated purpose of the test. It makes no attempt to measure 
memory efficiency—this is better accomplished with a well- 
standardised test such as the Wechsler memory scale. Neither 
does it measure “ writing fluency ’’—indeed, it has been 
specially constructed to eliminate this factor. Most authorities 
differ from Mr. Roberts in believing that writing fluency is 
a poor predictor in this field. As Professor Ballard *® says : 

it is egregiously bad as a basis of measurement. It fails 
through its very wealth and complexity. It confuses the 
examiner by telling him too much, and diverting his attention 
to irrelevant merits and defects.’’ The test measures, inter 
alia, concentration, but not as a separate quantitative factor. 
Does your correspondent really expect such refinement in a 
preliminary test ? 

The mean difference of 4 quoted by him is quite meaningless 
(with or without the s.p.) unless one knows the group means, 
for without these one cannot determine the statistical 
significance of such a difference. 


These are early days for nursing selection techniques 
a period of trial and error, refinement, and modification, 
which will extend into the future for many years to 


1. Large, P. G., Mukheiber, W. J. Lancet, 1956, ii, 596. 

2. Hunt, T. Tests for Prospective Nurses. 
1940. 

3. Ballard, P. B. The New Examiner. London, 1948; p. 27. 


Washington, D.C., 
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come. It is healthy—for test-devisers in particular and 
the profession as a whole—that procedures should be 
challenged and criticised, for these are the spurs to 
progress, which comes to those humble in the face of 
their own inadequacies. The greatest obstacle is surely 
the complacency expressed in the opinion that ‘‘ the 
most efficient method ”’ is one’s own. 


Winterton Hospital, 


Sedgefield, , ‘ 
Stockton-on-Tees. L. R. Cc, Haw ARD. 


Parliament 


A New Pattern for Dental Practice 


On Dec. 21, shortly before the House of Commons 
rose for the Christmas recess, Mrs. EVELINE HILL drew 
attention to our woeful shortage of dentists. She wondered 
what would happen if all the expectant and nursing 
mothers and young children sought the dental treatment 
to which the health service said they were entitled, 
for there were not enough dentists to go round. A further 
difficulty was that about half of our 16,000 dentists were 
over middle age and would retire before 1966. Yet 
recruitment at present was not more than 650 a year. 
The trouble was that there were too few places in the 
dental schools. She believed that we needed 1000 places 
for new students each year. 

Miss PATRICIA HORNSBY-SMITH, replying for the 
Ministry of Health, readily agreed that we were short 
of dentists. Though we had about 15,900 dentists on the 
Dentists’ Register, only 14,900 lived in the United 
Kingdom. That meant that there was only 1 dentist 
to every 3273 of the population, which was lower than 
in Canada, Sweden, Norway, or the United States. 
Unfortunately we were now about to experience the 
results of the small entrance to the dental schools in 
earlier years and we should be losing all the dentists 
who took advantage of the 1921 Act and were now 
reaching retiring age. But there had been a steady 
improvement in the intake into the dental schools 
in the past three years, and the schools were now 
practically up to capacity. The possibility of attaining 
within the next ten years the 20,000 dentists needed to 
provide a really adequate service would clearly depend 
on the public demand, the effectiveness of dental health 
education, the proportion of dental skill which was applied 
to the priority classes, the contribution which ancillary 
workers could make, the development of fluoridation, 
diet, the extension of dental research, and the better 
organisation of the profession. 

The McNair Committee had recommended an annual 
intake of 1000 students. But the dental schools had only 
645 places; to provide another 350 places would raise 
problems of capital expenditure and staffing. Another 
problem would be to get enough students of the right 
calibre. In the past few years some applicants had 
lacked the necessary educational qualifications for the 
course. The McNair Committee had come to the con- 
clusion that the main reason for the shortage of dental 
students was the public’s lack of recognition of the true 
importance of dental health. As a result the profession 
did not enjoy the status which it merited. Parliament 
had this year taken a big step towards improving the 
status of the profession by giving it self-government 
by the establishment of a General Dental Council. 
But many of our present difficulties were due to the 
organisation of the profession. 

The preponderance of single-handed practices resulted 
in high overhead costs, a lack of opportunity for the 
dentist to concentrate on the work at which he was 
most apt, and a position in which the skill and experience 
of the older dentist was often not adequately used, and 
which failed to compensate for his growing inability 
to work as long or as speedily as his younger colleagues. 
This structure of the profession largely caused the 
peculiar pattern of earnings, which dropped considerably 
from middle age onwards. The skill and experience 
which came from a lifetime of practice should be recog- 
nised in the remuneration of a dentist if in fact he was 
applying that skill and experience and not spending his 
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time on the more routine type of case which could be 
dealt with as ably and more speedily by his junior. 
Outside the hospitals and clinics the answer seemed 
to lie in group practice. She suggested that the dental 
team of the future might consist of one member whose 
special interest lay in preventive dentistry and the care 
of children, another whose forte was conservative 
technique, another who had specialised in oral surgery, 
and another who had made the provision of dentures 
his specialty ; all of them working under the leader- 
ship of the senior member of the firm, a man ripe in 
experience and diagnostic ability. Such a team, backed 
by the skilled services of a dental hygienist and a dental 
technician, would, she believed, go rhe to satisfy the 
professional aspirations of the young dental man and 
woman of the future. The time had perhaps come for 
the profession to give serious thought to the advantages 
which would lie in the introduction of group practices 
of that kind. 


Diary of the Week 


JAN. 6 TO 12 
Monday, 7th 
ery 9 Day — ITAL, St. John’s Wood, N.W.8 
8.15 P.M. Dr. H.C. Beccle: R6le of the Medical Supe aenasbent in 
Modern Psyc hi atry. 


Tuesday, 8th 
RoYAL Soorery ‘or MepIcINE, 1, Wimpole Street, W.1 
8 P.M. Psychiatry. Mr. W. Grey Walter, p.sc.: Brain as a Machine. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.m. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Sir Solly Zuckerman, F.R.S. : 
Biological Systems. 
INSTITUTE OF DERMATOLOGY, Lisle Street, London, W.C.2 
5.30 P.M. Miss Phyllis Wade: Radiation Treatment of Skin 
Cancer. (First of two lectures.) 
CHELSEA CLINICAL SOCIETY 
8.30 P.M. (Rembrandt Hotel, Thurloe Place, S.W.7.) Sir Mortimer 
Wheeler: Food. 
MANCHESTER MEDICAL SOCIETY 
8 P.M. (Clinical Science Building, York Place. Surgery. Mr. 
H. A. Maslowski: Congenital RB aaeonseaden and Dia- 
stematomyelia. 


Wednesday, 9th 


ROYAL SOCIETY OF MEDICINE 
4.30 P.M. Physical Medicine. Dr. F. H. Lumb, Dr. G. A. Rose, 
Prof. C. E. Dent: Generalised Aches and Pains from 
Metabolic Bone Disease. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5p.M. Mr. Donald Barlow: Gsophageal Obstruction. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. R. W. Riddell: 
Diseases. 
MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 P.M. (Royal College of Surgeons, 18, 
Mr. J. J. Mason Brown: 
Childhood. 


Thursday, 10th 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1 
5p.M. Dr. R. M. B. MacKenna: Acne Vulgaris. (Watson Smith 
lecture.) 
ROYAL = OL LEGE 
Ww. 


5 P. -. i 2 eae 
lecture.) 
UNIVERSITY OF LONDON 
5 P.M. (St. Mary’s Hospital Medica 1 School, W.2.) Prof. A. 
Janeway (Harvard University): Physiology of the P i sma 
Proteins. (First of two lectures.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. Prof. Geoffrey Hadfield: Réle of the Endocrine System 
in Breast Cancer. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Miss Phyllis Wade: Radiation Treatment of Skin 
Cancer. (Second of two lectures.) 
ALFRED ADLER MEDICAL SOCIETY 
8 pM. (11, Chandos Street, W.1.) Dr. Emerich Weissmann : 
Unconscious in Adlerian Psychology and Psychotherapy. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant 
8 p.M. Dr. T. Cecil Gray, Dr. J. W. Dundee, Mr. Leslie Temple : 
Control of the Circulation During Surgery. 
ST. ANDREWS UNIVERSITY 
5 P.M. (Queen's College, Small’s Wynd, Dundee.) Prof. Robert 
McWhirter: Growth of Tumours. 
Friday, 11th 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
5 P.M. Prof. Arnold Sorsby : Neomycin in Ophthalmology. 
UNIVERSITY OF LONDON 
5 P.M. (St. Mary’s Hospital Medical School.) Professor Janeway : 
Physiology of the Plasma Proteins. (Second of two 
lectures.) 
INSTITU TE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 
W.C.1 


Significance of Yeasts in Skin 


Nicolson Street.) 
Recurrent Abdominal Pain in 


OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 


James: Paralytic Scoliosis. (Hunterian 


3.30 P.M. Mr. A. R. Dingley 


Cancer of the Mouth and Pharynx. 
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Obituary 


WILLIAM GEORGE BARNARD 
C.B.E., F.R.C.P. 


SINCE the war, in times which were at first difficult 
and which never became easy, Professor Barnard had 
been dean of St. Thomas’s Hospital Medical School and 
treasurer of the Royal Collewe of Physicians. In both 
offices he became responsible for war-damaged buildings ; 
and, when material repairs were successfully completed, 
the start of the National Health Service gave rise to 
problems of administrative reconstruction. To these 
tasks he brought judgment, ability, and an enthusiasm 
which was always turning his mind to plans for the 
future. 

He was born in 1892 in Tangier, where his father was 
a missionary, but on his father’s death the family returned 
to Bath. His medical studies 
at the London Hospital were 
interrupted by the 1914—18 war, 
during which he served in 
France with the Royal Field 
Artillery. He came back to 
The London to captain the 
rugby Xv and to qualify in 1920. 
Soon after qualifying he went 
to work in the pathological 
institute under H. M. Turnbull 
and became junior assistant 
director. There he acquired 
the thoroughness and insistence 
on accuracy in observation and 
description which characterised 
his work as a pathologist. 

From The London in 1923 he 
went to A. E. Boycott’s depart- 
ment at University College 
Hospital. In 1927 he spent 
some time at Freiburg as a voluntary assistant in 
Aschoff’s laboratory. In 1931, however, the London 
County Council formed a pathological service for their 
newly acquired hospitals, and Barnard was one of the 
first pathologists appointed. His task was to start the 
Central Histological Laboratory at Archway Hospital, 
the only one in the service entirely devoted to morbid 
anatomy and histology. He set himself, with enthusiasm 
and tact, to bring home to all the déctors who could use 
the laboratory the value of reliable and comprehensive 
investigations in these branches. He won their confidence 
and that of the administrative staff at County Hall, 
and in eight years he had created from nothing an active 
smooth-running laboratory with a staff of four patho- 
logists and a fine museum. It was organised so as to 
make the wealth of material from an almost virgin 
field easily available for research and he never ceased 
to emphasise the importance of this and to encourage it. 

Of his years at Archway Hospital A. B. B. writes 





(Buiot & Pry 


“Barnard expected a high standard from his staff; but 
trusted them to give of their best, backed them loyally, and 
worked hard for their advancement: it was a happy and 
enthusiastic lab. To have taken part under his leadership 
in the development of the Central Histological Laboratory 
was a great experience.” 


In 1939 he was appointed to the chair at St. Thomas’s. 
His first years there were spent against a war-time 
background of disorganisation and improvisation, and 
when he became dean in 1945 he realised that he would 
be steering the school through a period of administrative 
activity. He immediately collected it together under one 
roof in London—a courageous but vital decision at a 
— when there were fewer than 200 beds available in 

Thomas’s. He successfully guided it through the 
intric acies of the National Health Service Act and put 
its future administration on a sound basis. With more 
money for education and increased departmental staffs, 
he was conscious of St. Thomas’s lack of accommodation, 
and he never lost sight of his cherished project to rebuild 
the school. Despite these many activities he found 
time for his own department, which ultimately covered 
all the pathology of school and hospital. 
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Of late years his shrewd judgment and administrative 
ability had greatly increased his work outside the hospital. 
His main outside interest was perhaps his duties as 
treasurer of the Royal College of Physicians, to whose 
fellowship he had been elected in 1938. The finances 
of the college benefited from his discriminating super- 
vision and its fellows’ dinners from his interest in food 
and wine, his attention to culinary details, and his 
friendly presence. He also sat on Government com- 
mittees. He had only a few months ago become dean 
of the faculty of medicine of London University. As a 
chairman he was outstanding—firm, kindly, speedy. 
His constant mastery of an agenda showed the thorough- 
ness of his methods. In 1953 he was appointed C.B.E. 

But St. Thomas’s was the centre of his work and 
there ‘‘ he ruled as a benevolent autocrat.”’ 

Barnard (A. L. C. continues) was essentially shy and reserved 
and he was undoubtedly held by many in considerable awe ; 
but no student in difficulty or staff member with a worth- 
while project ever left his office without help and encourage- 
ment. In consequence more and more people turned to him 
with every sort of problem. His inherent integrity, fair- 
mindedness, and high professional standing won him universal 
respect and affection. Always a trifle remote from the students, 
he knew more of them than they suspected. He appreciated the 
young and was proud of his flock. Selection of students he 
regarded as a vital duty, and he was never absent from the 
chair of the interview board. Realising that those with top 
academic brains can form only a small minority, he was 
happy to collect his share and then concentrate on character, 
personality, and versatility of achievement for the main 
bedy. Ariists and musicians were as valuable to him as 
rugger-players and athletes. His lean years as a student at 
The London gave him a real and understanding sympathy 
for the present impoverished generation. No project for their 
well-being ever lacked his support and he rejoiced in their 
successes—academic, sporting, or artistic. His own wide 
interests aligned him with them far more than was realised ; 
a good athlete in his youth, in later life his hobbies ranged 
from a considerable knowledge of old clocks and books to a 
keen appreciation of pictures. 

Never irritable or intolerant, he possessed a wonderfully 
equable temperament. His working days, so full of abounding 
interests, had a solid foundation in a happy home life. The 
tragedy of his death lies not only in the fact that he was 
achieving so much, but that delays beyond his control robbed 
him from seeing the new St. Thomas's to whose future he 
gave such unstinted labour. 


In 1930 Professor Barnard married Margaret Roscoe 
Osler. They had one son who is a house-physician at 
St. Thomas's. 

A memorial service will be held in the chapel of St. Thomas’s 
Hospital at noon on Thursday, Jan. 17. A memorial service 
arranged by the Royal College of Physicians will be held at 
St. Martin-in-the-Fields on Thursday, Jan. 31, at 3 P.M. 


DOROTHY WOODMAN 
M.D., M.Sc. Lond. 

Dr. Dorothy Woodman, lecturer in clinical pathology 
in the University of Bristol and consultant pathologist 
to Frenchay Hospital, died at her home in Bristol on 
Dec. 21. 

She graduated B.sc. in the University of London in 
1917 and took honours in physiology two years later. 
In 1924 she took the M.sc. She joined the staff of the 
department of physiology at the London School of 
Medicine for Women and worked there for some years 
until she herself qualified in medicine from the school in 
1931. After qualification she held resident appointments 
at the Royal Free Hospital, and in 1933 was awarded an 
A. M. Bird postgraduate scholarship in pathology. In 
1934 she took her M.p. She held a post as assistant 
pathologist at the Royal Cancer Hospital (now the Royal 
Marsden Hospital) in Fulham before she went to Bristol, 
where she was at first lecturer in pathology in the 
university. Later she joined the department of preventive 
medicine as senior clinical pathologist, and when, under 
the National Health Service Act, she was transferred to 
the regional hospital board she retained, at considerable 
financial loss, her association with the department. She 
also helped to set up the clinical-pathology departments 
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at Southmead Hospital and later at Frenchay Hospital, 
and when that. hospital was transferred to the regional 
hospital board she elected to remain there. 

R. H. P., who worked with her for many years, writes : 

Dorothy Woodman held a high standing in clinical pathology 
—not only in Bristol but in the whole country. She will be 
remembered not only for her integrity but also for her 
stimulating help to many a young clinical doctor some of 
whom are today well-known consultants. She loved teaching, 
and her students adored their teacher, but she detached herself 
from this academic field when she joined the preventive 
medicine department, and she often quoted this break as her 
one regret. This feeling was often stirred anew when students 
continued to try and obtain her help with their work. 

The unexpected news of her death, arriving with her 
Christmas card and a friendly note, shocked us all with a 
sense of irreplaceable loss. This modest, shy, and friendly 
lady will be missed by all her friends—-who were many. 


ROBERT CARMICHAEL 
M.B. Edin, 

Dr. Robert Carmichael, senior lecturer in pathology in 
the University of Leeds, died on Dec. 19. He was a 
skilled and mature exponent of the science of morbid 
anatomy, and the Leeds Medical School has lost a member 
who will be recalled by many generations of medical 
students and by his colleagues with warm affection. 

After he graduated M.B. with honours in the University 
of Edinburgh in 1923, he held appointments in pathology 
in the university and Royal Infirmary and at the Royal 
“dinburgh Hospital for Mental and Nervous Disorders, 
where he developed his special interest in neuropathology. 
In 1931 he published his classical paper on the cerebral 
lesions in the chronic stage of epidemic encephalitis, 
which was beautifully illustrated by the brush of his 
wife. Soon after this he was appointed to the university 
department of pathology in Leeds, where, as lecturer and 
then senior lecturer, he spent the rest of his life. At 
Leeds his research interests widened, especially ir. tumour 
pathology, and he was co-author of papers on adeno- 
lymphoma of the salivary glands and on metaplastic 
changes in the cervix uteri. But he retained his first 
love for neuropathology, as was shown by his scholarly 
papers on the arterial lesions underlying cerebral 
aneurysms. 

F. S. F., who was already in the department of 
pathology when Carmichael came to Leeds in 1931, 
writes : 

We quickly became friends and the friendship deepened 
with the passing of the years. Carmichael’s outstanding 
characteristics were his innate modesty, his friendliness, and 
his sense of humour which had a delightful flavour all its 
own. He never really hankered after a chair ; this was partly 
on account of modesty, but perhaps mainly because he 
disliked the idea of having what he considered his real work 
interrupted by the claims of administration. Yet three times 
he took charge of a department until a permanent incumbent 
should be appointed, and each time he gave unstinted time 
and effort to administrative duties, so that he was able to 
hand over his charge in a healthy, flourishing condition. His 
last period as acting head of a department lasted for a little 
over a year and taxed his strength greatly, for it was during 
this period that his illness first manifested itself. 

R. A. W. writes : 

Robert Carmichael’s output of published work, excellent in 
quality though it was, is no adequate index of his contribution 
to the Leeds Medical School and to British pathology. 
Whether in the post-mortem room, in the museum, in the 
lecture theatre, or at his own laboratory bench, his work 
was done with systematic thoroughness and a palpable love 
for accuracy and truth. He abhorred slipshod, hurried, and 
untidy work of hand or mind, and he set an example of care 
and precision to colleagues, students, and technicians alike. 
This was his greatest contribution to his subject—high 
standards of technical and scientific work, the artistry of 
pathology—and the more his former students and colleagues 
reflect on what he did and said with them, the more they will 
realise their indebtedness to him. His colleagues, both in 
and outside Leeds, often sought his help on their histological 
problems, for no-one was better able to give them a sound, 
sane, and helpful opinion. They will long remember him, too, 
for the humorous twinkle in his eyes, or the pithy comment 








— a * 


~~ 


ar 








ey oc ™me OB VS 


-" 


oe 


le 


AL 
in 
al 


0, 
ut 








THE LANCET] 


or epigram with which he often resolved what had seemed a 
weighty question or with which he demolished pomposity or 
insincerity. He had few interests outside his happy home 
life and his beloved pathology, which was his hobby. For 
the greater part of his last illness, six months or more, he 
earried on his work as though nothing was wrong ; indeed he 
worked until only a fortnight before his death, from an 
inoperable retroperitoneal tumour, which there is no doubt 
he himself correctly diagnosed some weeks earlier. He was 
poised and smiling to the last. 


Dr. Carmichael leaves a widow and a daughter. 


LORNA MURIEL ADELHEID GOULDEN BACH 
M.R.C.S., D.P.H 

Dr. Goulden Bach, assistant principal medical 
officer to the London County Council, died on Dec. 26. 
She qualified from Westminster Medical School in 1930, 
and after serving at Westminster Hospital as house- 
physician and casualty-officer she took appointments 
at Queen Charlotte’s Hospital and Battersea Maternity 
Hospital before joining the maternity and child-welfare 
and school health services in Barking, Essex. In 1938 
she was appointed an assistant medical officer of health 
for Wembley, and during the late war she was responsible 
for the borough’s refugees. As assistant casualty officer 
for the area she was continuously on duty at night at the 
town hall. 

In 1946 she was seconded to the Ministry of Health 
as special assistant to the director of health services 
of UNRRA. She was sent to do relief work in Athens, 
later she joined the antimalarial team in Macedonia. 
The team also helped to establish public-health services 
under difficult and sometimes hazardous conditions, 
and Dr. Goulden Bach was forced at one time to escape 
from bandits. 

In 1948 she was appointed as medical officer to the 
public-health department of the London County Council. 
Her wide experience in public health and outstanding 
administrative ability were early recognised, and she was 
transferred in 1950 to the central staff at County Hall. 
In 1952 she was promoted to assistant principal medical 
officer. A colleague writes: ‘‘ Her capacity for establish- 
ing good personal relationships as well as her deep 
knowledge of child health made her advice valuable. 
Her high courage in her illness was an inspiration and, 
at the same time, humbling to her friends.”’ 


Dr. HUBERT WYERS 

G. F. K. writes : 

Hubert Wyers’s attitude to his specialty was never sectarian 
and he held strongly that ‘“‘ Medicine should not rest on any 
theoretical system of ideas, for once one part is discredited 
the whole is liable to suffer loss.’ Since he acted as adviser 
to several firms he was in a happily independent position 
which accorded with his temperament, and enabled him to 
speak with authority on such diverse hazards as asbestosis 
and vanadium poisoning. No doubt his earlier experience 
in industry also made it possible for him to see things in the 
factory from the point of view of people other than the doctor ; 
he had no time for empire-builders in occupational health 
and he had the firm opinion that doctors in industry only 
undermined their position as specialists in their own field 
when they encroached on the problems of the engineers or 
other specialists. 

Hubert Wyers was simpdtico to a degree, and by many he 
will be remembered best as their friend however little they 
could aspire to his erudition and achievements. He had had 
more than his share of anxiety and troubles one way or 
another, but he never gave more than a hint of his difficulties, 
and there is no doubt that he was greatly sustained by his 
deep religious feeling which led him through Anglo-Catholicism 
to be received quite recently into the Roman Catholic Church. 


Births, Marriages, and Deaths 


BIRTHS 
Dixon.—On Dec. 23, at King’s College Hospital, to Gabrielle, 
wife of Dr. W. M. Dixon, M.R.c.P.—a son, Peter (a brother for 
Christopher). 


BIRTHS, MARRIAGES, AND DEATHS——-NOTES AND NEWS 


[san. 5, 1957 55 
Notes and News 


SICKNESS BENEFIT FOR CERTAIN WIDOWS 


CERTAIN widows who are not at present entitled to National 
Insurance sickness benefit will become eligible for it from 
Jan. 7, 1957. The widows who may be affected are those who 
in the past have drawn a widow's benefit but are no longer 
getting it and those who are now drawing a widow's benefit 
of less than 40s. a week, including the widows on 10s. con- 
tributory pension. 

Some widows may not be aware of this change. Any practi- 
tioner attending a widow whom he considers to be incapable 
of work and who is not receiving sickness benefit or a retire- 
ment pension may like to suggest to her that she should 
inquire from her local National Insurance office to find out 
whether she is now entitled to sickness benefit. 


FOOD AND AGRICULTURE 


THERE was no major change in the world food and agricul- 
tural situation in 1955-56. Agricultural production continued 
to increase and in all regions of the world was some 2-5-3% 
above the average of the previous quinquennium. Estimates 
of the increase of populations varied from 0-7% in Western 
Europe to 2-4% in Latin America. With the general food 
situation throughout the world for once stable, F.A.O. has 
devoted most of its annual report! to special factors influ- 
encing national and international trade. 

The main interest in the report is in economics. In general, 
farm incomes have fallen and possible deterioration of the 
farming population in many countries must give rise to 
anxiety. There appears to have been no corresponding fall 
in retail food prices. The ‘‘ marketing margins ’’ have probably 
increased ; in the U.S.A. the increase was 3%. The basic 
dilemma of most governments is how to reconcile the dual 
responsibilities of maintaining the economic position of the 
farmers, at the same time providing consumers with adequate 
food-supplies at low prices. 


PHYSIOLOGY OF VOLUNTARY MUSCLE 


A NEW number of the British Medical Bulletin® is devoted 
to the physiology of voluntary muscle. The medical reader 
who is unfamiliar with such matters should not be discouraged, 
for, though he may not understand the details of what he 
reads, he cannot fail to grasp the main points in each of these 
interesting articles. Moreover, some of the remarks deserve 
attention because their meaning has application far beyond 
the immediate context; for instance, A. V. Hill comments 
that it is never safe, because one sees a particular need, to 
assume that a muscle “is ideally designed to meet that ono 
alone: under other conditions other demands also must be 
met.’’ In the chapter on comparative physiology of muscle, 
C. F. A. Pantin points out that the physico-chemical basis of 
movement is very often substantially the same. ‘ This 
restricted pattern of variation is not simply of evolutionary 
origin . . . it depends also upon the peculiarly limited chemical 
materials available for living systems, and the limitations 
set by the properties of matter.”’ 

A. F. Huxley and H. E. Huxley write elegantly on the 
ultrastructure of muscle and on the function and composition 
of the familiar striations. K. Bailey and 8. V. Perry give lucid 
accounts of present ideas on contraction and relaxation and 
on the part played by the various muscle proteins and phos- 
phates. B. Katz is, as usual, clarity itself in discussing the 
réle of the cell membrane in muscular activity ; and the 
account of the nervous gradation of muscular contraction by 
P. H. Hammond, P. A. Merton, and G. G. Sutton is very well 
done. A. V. Hill’s article on the thermodynamics of muscle 
makes it easy to understand the kind of information which 
can be obtained by physical measurements of this type. Of 
great interest, too, are the accounts of energy production in 
muscle, its comparative physiology, activity during locomo- 
tion, problems of fatigue, and changes after death. The article 
on muscular effort is written by R. G. Bannister, whose 
knowledge is both subjective and objective. To anyone whose 
interest in physiology is largely based on a desire to under- 
stand human physiology the chapter on familial periodic 
paralysis by B. McArdle will be of particular interest, since it 
provides an admirable summary of possible causes underlying 


1. The State of Food and Agriculture, 1956. Rome: Food 
and Agriculture Organisation. Obtainable from H.M. 
Stationery Office. fy 143. 7s. 6 


7s. 6d. 
2. Brit. med. Bull, 1956, no. 3. Price 15s. 
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one variety of this disease, whose nature can only be rightly 
understood, and therefore rightly treated, if the normal 
physiology and biochemistry of muscle is appreciated. 

Into a brief preface Sir Rudolph Peters packs some history 
and much wisdom. He knows how the clinician may be exasper- 
ated because the scientist works in apparent remoteness from 
the obvious practical situation; but he points out the import- 
ance of studying basic problems as a means of getting practical 
results as well as illumination of knowledge. 


University of Cambridge 
On Dec. 15 the following degrees were conferred : 
M.D.—J. H. Gough, J. W. T. 
M.B., B.Chir.—A. O. Peters. 
Dr. L. 
professor of physic, and Dr. F. 
the department of medicine. 


Redfearn. 


B. Cole has been appointed deputy for the regius 
G. J. Hayhoe deputy head of 


University of London 

Dr. Eric Neil, reader in physiology at Middlesex Hospital 
Medical School, has been appointed to the John Astor chair of 
physiology at the school. 

Dr. Neil graduated B.sc. with first-class honours in physiology in 
the University of Leeds in 1939 and M.B. in 1942. For the next three 
years he served as demonstrator in physiology at the Leeds Medical 
School. In 1945 he was appointed temporary lecturer and a year later 
lecturer in physiology at the school. From 1949 to 1951 he spent 
some time each year in Stockholm working at the royal veterinary 
college under Professor Zotterman. In 1950 Dr. Neil was appointed 
senior lecturer in physiology at Middlesex Hospital Medical School, 
and in 1952 he was appointed to the readership in physiology. His 
published work includes a study of methods of artificial respiration 
and papers on chemoceptors and the circulation. 


The title of reader in pharmacology has been conferred on 
Dr. J. Nissim in respect of his post at Guy’s Hospital 
Medical School. 


University of Manchester 


At recent examinations the following were successful : 


M.B., Ch.B.—K. 8. Ansell, P. J. Barber, Kenneth Bass, Arthur 
Booth, A. T. Cartmell, B. W. Chant, J. D. Corcoran, Joan M. Curtis, 


E. W. Dade, Moira P. Dillon, Cynthia M. Dixon, A. M. Easty, 
W. O. Freee 2h Brian Graham, KE. A. G. Hamilton, G. A. Harris, 
D. D. Hilton, Irene Holbrook, Keith Horsfield, H. C. Jennings, 


Larrad, J. R. Ledwich, Brenda J. 
A. Mackenzie, Peter McKelvie, Elizabeth M. B. 
Edith M. Meyer, Peter Morris, Harold Nickson, J. P. 
O'Loughlin, Amos Pacovsky, H. W. Proctor, A. R. Robertson, 
D. T. Robinson, J. H. Scotson, Barbara S. Seymour, D. B. Shaw, 
N. M. Shaw, S. A. Silver, J. J. Slater, Eleanor M. Stocks, A. G. 
Tetlow, M. H. Vause, Desmond W alker, W. B. Waring, R. D. Wood, 
A. B. Wootliff. 
D.P.H.—Cecilia F. G. Wild. 


University of Liverpool 


At recent examinations the following were successful : 


M.D.-—J. Ainsworth, N. Coulshed, J. A. Donnellan, J. F. Foulkes, 
D. Helbert, E. 8S. Watkins. 
M.Ch.Orth.—R. M. Bhansali, J. C. 


T. A. Lambros, Elizabeth J. 
Lovejoy, 


McKenzie, 


ae, A. H. McKenzie, 


R. B. J. Peiris, A. E. Pritchard, 8S. K. Moy. . A. L. Thompson. 
M.B., Ch.B.—Stella R. Alsop, So. ies AA P. G. Bullough, 
G. G. Coogeena. H. W. C. Davies, H. J. P. Diggory, H. Gordon, 


H. G. P. Jones, Zoe Kenyon, W. W. Littler, Eileen M. Millward, 


Mary Ww. Pritchard, F. Richards, N. G. Roberts, P. F. Teebay, 
4. J. Williams, Margaret V. Wilson. 
D.P.H. (Part I1).—-W. A. Jones, B. J. Kelly, N. T. W. Pover. 
D.T.M. & H.—J. A. Attard, F. P., Brown, J. J. Ch’Uai, 


B. Das, G. 8S. Dhaliwal, Nishat Fahmy, K. N. Ghose, Me shar Q. 


Hasan, H. Hollis, T. J. G. Howie, A. Lanzo, Yvonne G. R. Mahabir, 
M. Masuduzzaman, P. N. Mehrotra, G. A. Parsons, F. Rahim, A. Z. 
Rizavi, 8. Sen, A. K. Shakir, O. P. Sharma, P. N. Sharma, Premila 
Singh, 8S. Sukondhamana, C. W. Turner. 


Royal Society 

Prof. G. L. Brown has been appointed a vice-president 
of this society for the coming year 
Fulbright Travel Grants 

The United States Educational Commission in the United 
Kingdom have announced that these grants are available 
to citizens of the United Kingdom and Colonies to go to 
America for an academic or educational purpose, such as 


study, research, or lecturing. Further particulars may be 
had from the commission, 71, South Audley Street, London, 
wads 


United Hospitals Catholic Society 

This society has arranged a course of lectures on* medical 
ethics. The lectures will be held at the Chaplaincy, 13, 
Devonshire Place, London, W.1, on alternate Mondays at 
6.15 p.m. The Rev. John McDonald will give the first lecture 
on Jan. 7, and other speakers will be Dr. F. Harwood 
Stevenson, Mr. Ambrose King, Mr. John Ryan, Mr. Leslie 
Williams, Mr. J. V. O'Sullivan, and Dr. Charles Burns. 


APPOINTMENTS 
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Release of Prednisone and Prednisolone 
From Feb. 1 prednisone and prednisolone will be supplied 
on prescription. 


World Health Organisation 

Dr. P. M. Kaul, formerly director of W.H.O.’s division of 
external relations and technical assistance, has been 
appointed assistant director-general in charge of the depart- 
ment of advisory services. 


Awards for Medical Films 

The Presse médicale is again offering a prize (fr. 100,000) 
and other awards for unpublished amateur films (16 mm.). 
Films must reach the secretariat of the journal, 120, boulevard 
Saint-Germain, Paris v1, by Feb. 28. 


Research Board for the Correlation of Medical Science 

and Physical Education 

The William Hyde award (£300) for 1956 has been made to 
Squadron-leader C. B. Wynn Parry for his work on physical 
medicine in the Royal Air Force. This is the last award ; for 
the board, having completed its research investigations, is 
closing, and is transferring its remaining funds to the Physical 
Education Association of Great Britain and Northern Ireland. 


Reciprocal Agreements on Social Security with the 

Federal German Republic 

Reciprocal agreements on social security have been signed 
by Ministers of the United Kingdom and the Federal German 
Republic. One agreement covers unemployment insurance 
and assistance, and the other covers all other national- 
insurance and industrial-injuries benefits. A protocol on 
health services entitles people who go from the United 
Kingdom to Germany for employment, and _ certain 
groups of national-insurance beneficiaries, to take advantage 
of the German health services in return for the facilities 
available to Germans in this country. The agreements will 
not come into effect until they have been ratified. 


Prof. W. W. Mushin is to address the New York State Medical 
Society at its sesquicentennial celebrations in February, and in 
March he will be a visiting professor of surgery (anesthetics) at the 
University of California medical centre in Los Angeles. 


Appointments 


BROOKE, BARBARA M., M.B. Leeds: assistant M.o. for maternity and 
child welfare, Leeds. 

DREW, D. W. A., M.R.C.S., D.A. 
Oxford and Banbury area. 

GowI1neG, N. F. C., M.p. Lond. 
anatomy, Royal Marsden ‘Hospital, 


assistant anesthetist (S.H.M.O.), 


pathologist, department of morbid 
London. 


GREVILLE, ELINOR M., M.R.C.S., D.P.H. : M.O., school health service, 
Manchester. 
Harris, D. W. T., M.R.C.8S., D.P.H., D.P.M.: consultant psychiatrist, 


Westwood Hospital and Ashfield House, Bradford, and other 
hospitals. 

Keers, R. Y., M.D. Edin., F.R.C.P.E. : 
Cheshire Joint Sanatorium. 

MACKIE, Morra R., M.B. Glasg., D.P.H. : 


consultant chest physician, 


assistant M.o. for maternity 


and child we ifare, Glasgow. 

MoLLIsonN, A. W., M.B. Glasg.: clinical pathologist, Woodend 
General Hospital, Aberdeen. 

NEWALL, JOSEPH, M.B. Edin., M.8.C.P.E., D.M.R.T. : consultant radio 


therapist, Royal Infirmary and Western General Hospital 
Edinburgh. 
NocK, PAULINE A., 
Leicester. 
Pirer, G. W., M.B. Lond., D.P.H. : 
Westminster and Holborn. 
RANKINE, ROBERT, M.B. Glasg. : 
group of hospitals. 
SHELDON, MARGARET, M.B. Lond. assistant 
Dudle y and Stourbridge group of hospitals. 
SHIELDS, MARGARET A., M.B. Birm. deputy M.O.H. and deputy 
principal schoo] M. 0., West Bromwic h. 
Ilkeston. 


WEYMAN, PHILIP, L.R.C.P.E., D.P.H.: M.O.H., 
East Anglian Regional Hospital Board : 
BASHFORD, A. E., M.B. Lond.: registrar in psychiatry, Hellesdo: 
Hospital. 

Beck, G. A., M.B. Lond., M.R.c.P.: part-time consultant dermat 
logist, King’ s Lynn, Wisbech and Peterborough areas. 
GILuie, A. K., M.B., D.P.M.: assistant psychiatrist, Little Plum 
stead group of hospitals. 

OvtTron, L. A. H., M.B. Dubl.: 
Norwich Hospitals. 
Colonial Appointments : 
GEDROYE, M. W. T., M.B. = M.O. 
Hayuurst, R. J., M.B. Edin.: M.o., 
HENLEY, A. St. F., M.B. N.U.1., F.R.C.8. : 
British Guiana. 
Key, I. A., M.B. Lond.: M.O., 
McARDLE, E. J., M.B. N.U.1.: M.O., Northern Nigeria. 
PARATIAN, P., M.B. Glasg.: M.O., Mauritius. 
Barbados. 


L.R.C.P.E. school M.o. and assistant M.O.H. 


principal assistant M.O.B 
8.H.M.0. in geriatrics, West Fif« 


chest physician, 


anesthetic registrar, Unite 


Sierra Leone. 
Northern Nigeria. . 
surgeon, Public Hospita 


Tanganyika. 


Snow, W. S., L.R.C.S.1.: M.O., 
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Well in the lead... 


Penicillin-V Lilly is an effective oral penicillin that is 
stable in the acid form and is not inactivated by gastric 
secretions. For the first time in oral penicillin therapy, 
clinical results produced are consistently comparable 
with treatment by parenteral penicillin. 

When the case calls for penicillin, let Penicillin-V 
Lilly—the penicillin that “ passes the acid test ’’—be 
your choice. 

The average dose is 0.5 Gm. daily—125 mg. fow 
times im 24 hours, increased in severe infections. 





Available as 

‘Pulvules’ 125 mg. (200,000 units), also 250 mg. and 60 mg. 
(Paediatric) 

Suspension 62.5 mg. per 5 cc. For Paediatric use. 

and as Tastets Penicillin-V-Sulpha, Lilly 

(Penicillin-V with Sulphonamides). 





PENICILLIN-V LILLY 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 











OPENING A NEW AND ate as Pac 
QUICKER RELIEF FOR | 
SKIN DISORDERS _ 









The effectiveness of 
Hydro -Adreson Ointment 


is due to 


the hydrocortisone being included in 

* the Neutral Base, thus any skin irritaticn due to 
acidity or alkalinity is avoided. 

* The Smooth and Pliable Consistency which 
allows adequate coverage without additional injury 
from friction to already damaged tissue. 


This special bland base is free from excessive greasiness. 


The Hydrocortisone it contains is now the dries up exudative areas. By rapidly Hydro-Adreson (hydrocortisone 
acknowledged treatment of choice in many relieving irritation the ointment reduces free alcohol) ointment is sup- 

, : P P . plied in tubes of 5gm. or | 5gm. 
skin disorders. the risk of further damage and infection to 4 eoneemmations of 1%, 
Hydro-Adreson effectively reduces hyper- from scratching and speeds the healing (JOmg. per gm.) or 2°5% (25 
aemia and oedema, relieves pain, and of lesions. mg. per gm.). 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2. 
Telephone: TEMple Bar 6785/6/7, 0251/2 Telegrams: Menformon, Rand, London 
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Prescription for progress... 


When a be fed 


naturally you will find Humanised Trufood 


normal infant cannot 
is the best available substitute for human 
milk. Humanised Trufood is not just a 
dried milk, nor is it a ‘half cream’ food: it 


is a modification of cows’ milk specifically 


designed to meet the needs of the normal 


infant from birth. 


For full information about Humanised Trufood 
and the seven other Trufood milks for infants write 
to: Trufood Limited, 113 Newington Causeway, 
London, S.E.1. The 


Laboratories are at Wrenbury in Cheshire. 


Trufood Creameries and 


Humanised TRUFOOD 


A milk modification specifically designed to meet the nutritional needs 


of the norma! infant 


TFD &3-1905 10 
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-VIMALTOL 


A VITAMIN FOOD SUPPLEMENT OF 
WIDE APPLICATION 


*VIMALTOL’ is a delicious vitamin food concentrate 
of value to infants, children and adults. Its formula has 
been developed in the ‘ Ovaltine ’ Research Laboratories in 
the light of prolonged investigations by scientific experts in 
the field of dietetics. The malt extract, yeast, halibut liver 
oil, vitamins and iron in ‘ Vimaltol’ are presented in a 
palatable and easily digested form, which is taken readily 
over long periods. 


When the quantity of vitamins 
supplied by the diet is known Standardized to 
or suspected to be insufficient, contain in each ounce 
*Vimaltol’ will provide some eat < ta 
’ bs acl . 2000 iu. Vitamin A; 
of the essential accessory factors 200 iu. Vitamin D: 
to help to render the diet 0.4 mg. Vitamin B,; 
balanced and adequate. 0.3 mg. Vitamin B, 
; . ; (Riboflavin); 
*Vimaltol’ is widely recom- 4 mg. Niacin 
mended as a dietary adjunct of (P.P. Vitamin); | 
+ use towards meeting the higher pit ae 
i) : ‘ie, & 8 in a readily | 








metabolic requirements of assimilable form. 
ae growing children. 
/ ss 
| ie ¢ 


Clinical samples on physicians’ request to 
42 The Medical Dept., 
1 & 
A. WANDER LIMITED 
» 42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 





A Product of the 
*‘ Ovaltine’ Research 
Laboratories 
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Electrocardiography by PHILIPS 






4 CARDIOLUKXE A portable, direct writing single 
channel unit which produces immediately, visible 
records. Mains interference is automatically 
eliminated; gross interference eliminated by 
simply turning a control knob. Precision elec- 
tronic design guarantees faithful reproduction. 


* CARDIOPAN A double channel electrocardio- 
graph which allows the electrocardiogram to be 
recorded synchronously with one of three other 
functions. Three recording speeds; two independent 
lead selectors 


* Made for Philips by F. Liechti, A.G., Switzerland. 


AUXILIARY APPARATUS 








Phonocardiography Heart sound microphone with 
preamplifier unit incorporating frequency filters. 










Ballistocardiography _Ballistocardiograph micro- 
phone and associated equipment 





Plethysmography Plethysmograph pick-up with three 
interchangeable digital adaptors. 


cm] PHILIPS ELECTRICAL LTD 


MEDICAL X-RAY DIVISION 
- Century House « Shaftesbury Avenue » London » WC2 
Telephone: GERrard 7777 


Write or te lephone Z 
for further information : 
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The 
analgesic 
that is 
different 


PANADOL is not a further 
permutation of the aspirin- 
phenacetin-codeine formula, but 
a new substance—N-acetyl-p- 
aminophenol. It does not cause 
constipation or gastric irritation. 
and may safely be given to all 
patients, even those with peptic 
ulcer, or where there is sensitivity 


to other analgesics. 


NO ASPIRIN 
no gastric irritation 


NO PHENACETIN 
no methaemoglobinaemia 


NO CODEINE 
no constipation 





#, 


Tablets, 0.5 g. N-acetyl-p-aminophenol, 
in cartons of 20, and bottles of 100, 500 
and 2,500. Basic N.H.S. cost of 

24 tablets: 1/114d. 


BAYER 


Neville House, Kingston-on-Thames, Surrey 
Associated exporting company: WINTHROP PRODUCTS LTD 


PRODUCTS LIMITED 











por sterling guality 
— Scottish Widows’ 


of Course. 





THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
UND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
London Offices : 


28, Cornhill, B.C.3 17 Waterloo Place, S.W.1 











THE LANCET 


Annual Subscription: £3 3 0 per annum 


Special reduced rates to Medical Students and Doctors 
within 1 year of qualification. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Acc dation for Alcoholics and Addicts 

available Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 





NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Psycho-Analytical Socy. 


Deep insulin coma unit, psychotherapy, etc. Fees from 12 gns. 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mental and Nervous illness. 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 


Trains every 15 minutes from Baker Street to Pinner. 
DOUGLAS MACAULAY, M.D., D.P.M. 
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ST. ANDREW’S HOSPITAL [2uiii"Scdndt2 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
MEpDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 


of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
1 urkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrica] baths, Plombiéres treatment, 
et rhere is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research, Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


: Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handic rafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physi.1ans—BERTHA M. MULES, M.D., B.S ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 








Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 








Inclusive charges Apply SECRETARY Telephone: Ruthin 66 








THE MEDICAL PROTECTION SOCIETY .umrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : éI for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 








Vacancies 











ACADEMIC AND EDUCATIONAL Page | Swansea. Locum Sr. H.O. . .. 58 | Hertford County. Sr. H.O. .. ce & 
SECTION 48 | Wolverhampton Royal. Sr. H.O. .. 59] Hitchin. Lister. H.O. a6 « & 
Liverpool United Hosps. H.O. -- 56 
ANSTHETICS BACTERIOLOGY Luton & Dunstable. Sr. H.O. 5 an 
Central Middlesex, N.W.10. Sr. H.O. 50 | Edinburgh. City Hosp. Lab. Jr. Maidstone. West Kent Gen. Sr. H.O. 56 
Queen Charlotte's & Chelsea Hosps. H.M.O. - : . 54] Manchester United Hosps. Reg. or 
Sr. H.O. 51 | Newcastle United Hosps. Asst. ‘ 57 _ Sr. H.O. ee os 2° -. 56 
South East Met. R.H.B. Regs. 521. i. Nottingham Gen. Sr. H.O. .. i) 
West London, W.6. Sr. H.O. . §2 | CARDIOLOGY Reading & Dist. H.M.C. Sr. H.0. .. 57 
Westminster, S.W.1. Reg. .. $2] Scotland. Western R.H.B. Sr. Salford Royal. Pre-reg. H.O.. . -- & 
Broxburp, West Lothian. Bangour H.M.O. a i ae .. 50] Sheffield. City Gen. Reg... -. 58 
Gen. Sr. H.O. a Torquay. Torbay. Sr. H.O. .. oo (‘ae 
Hastings Group H.M.C. Sr. H.O. . 55 | CASUALTY Weston-super-Mare Gen. Sr. H.O. .. 59 
Leeds R.H.B. Locum Regs... : 56 | Hammersmith Hosp. & P.G. Med. . 
Leeds R.H.B. Sr. Reg. & Reg. 56 School. W.12. Sr. H.O. .. .. 51 | CHEST AND TUBERCULOSIS 
Liverpool United Hosps. Temp. Reg. 55 | Lambeth, S.E.11. Sr. H.O. or H.O.. 51 | Willesden Chest Clinic, N.W.10. Reg. 52 
Newcastle R.H.B. Locum Sr. H.M.O. 50] Memorial, S.E.18. Sr. H.O. .. .. $51] Birmingham R.H.B. Reg. .. >a ae 
Newcastle R.H.B. Reg. : 56 | St. Mary’s, W.2. Sr. H.O. $3 .. 52] Driffield. Northfield San. Sr. H.O... 54 
North West Met. R.H.B. P.-t. Cons. 49 | West London, W.6. Sr. H.O. . 62] Epsom Group H.M.C. Reg. .. cc 
Scotland. South-Eastern R.H.B. Reg 57 | Brighton. Royal Sussex County. Godalming. Milford Chest. Reg. .. 54 
Sheffield United Hosps. & R.H.B. Sr. H.O.’s my cig ; . 53] Halifax. Northowram Hall. Sr. H.O. 55 
Reg. . ; .. 58 | Croydon Gen. Sr. H.O. ee . 54] Leeds R.H.B. Reg. .. ana co. oe 
Sidcup. Queen Mary’s. Sr. H.O. ‘ 58 | Croydon. Mayday. Sr. H.O. . 541] Newcastle R.H.B. Locum Cons. — ae 
Sunderland Area H.M.C. Sr. H.O. .. 58 | Edgware Gen. Sr. H.O. - 54 | Portsmouth Group H.M.C. Reg. oc. 
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South West Met. R.H.B. Locum Plymouth. South Devon & East Weptmtnster Child’s, S.W.1. Pre-reg. 

Sr. H.M.O. a <-> ae Cornwall. H.O. ~ <a 7 H.¢ se C8 
Sully, Glam. Sr. ‘Hi. oO. a 58 | Wrexham. Tre valyn “Manor Maty. Ww hippe G ‘ross, E. ‘11. P re Pee. “HL.O. ca 
Worthing Group H. M.C, Reg. 59 a <. i .. 59] Aberystwyth. Gen. Sr. H.¢ 53 

Accrington. Victoria. H. o, <a . 
DENTAL SURGERY : : OPHTHALMOLOGY : Alexandria, Dunbartonshire. Vale 
Hosp. for Sick Child., W.C.1. Sr. H.O. 52 | North East Met. R.H.B.  P.-t. Sr. of Leven. Pre-reg. H.O. . a 
Leeds United Hosps. Sr. H.D.O. .. 50 a ~ ee . as >4 ‘ian ss P 19 Barnstaple. North Devon Infy. Pre- 
DERMATOLOGY meen gs ag — rt reg. H.O. 53 

: eaiies tur . i Birmingham R.H.B. Reg. ; .. vy. Ge S ). 53 
Birmingham. Skin. Sr. H.O. or H.O. 53 Guildford. Royal Surrey County. Sr. oer hO —_ er. i. - - a ° 
EAR, NOSE, AND THROAT 1.0. Lo ee. —_ 54] Birmingham R.H.B. Reg. .. 53 
Birmingham R.H.B. Reg. .. 53 | Nottingham & Midland Eye Infy. _, | Blackburn & Dist. H.M.C. H.O. 54 
Doncaster Royal Infy. Sr.H.0. .. 54 Sr. H.O. -- 96] Bournemouth. Christchurch. Reg... 53 
Live rpool United Hosps. Temp. Sr. Scotland. Western R.H.B. Reg. .. 57 | Brighton. Royal Sussex County. Pre- 

H.¢ 55 | Scotland. Western R.H.B. Sr. reg. H.¢ a pi a 53 
Manc he ster. North Manchester H.M.C. H.M.O. Po.) ss . -. 90] Carmarthe rm West Wales Gen. Pre- 

Re 56 | Stoke-on-Tre nt. North Staffs Royal reg. 54 
Welsh R.H.B. ‘Sr. Reg. 59 Infy. Sr. H.O. + . -» 58) ¢ pekathen. St He lier. R Reg. & H.O. 54 

~ Colchester H.¥ Oo : 54 
GERIATRICS , a ae eg ‘ P Kast Cumbe Tiana H.M.C. H.0.’s 54 
Langthorne, E.11. H.O. . 51 | Royal Northern, N.7._ Reg 51 | Enfield. Chase Farm. Pre-reg. H.O. 54 
St. Matthew’s, N.1. Sr. H.O. .. §2 ] 8t. Thomas’s, 8.E.1. P.-t. ae ‘ons. 50 | Sune wx" eg. 
Aberdeen Gen. Hosps. B.O.M. Sr. | Birmingham R.H.B. Reg. 538 — a I I Hoon . yO ic Chia. 54 
1.0. 53 | Hexham Gen. Pre-reg. H.O. 55 39K OFA! EL06P. LOF Sic uate 54 
Cardiff. St. David's. . H.0. 54 | Leeds R.H.B. Locum Regs.. 56 é > . rt: 
Hornchurch. St. i s. Jr. H.M.O. 55 anime yg eo Bere ow O. R 56 pt soap Middx. Pre- Teg. H.o. 74 
Scotland. Eastern R. r. Re 57 
INFECTIOUS DISEASES Watford. Peace Mem. H.O. .. & 59 | Haverfordwest. Pe sry County 
Western, S.W.6. Reg.. ns 52 War Mem. Pre-reg. H.< 55 
Stockport. Cherry Tree. Sr. H.O. 58 | PZDIATRICS Hemel Hempstead. W est _ Herts. 
Hosp. for Sick Child., W.C.1. », BO... 68 Pre-reg. H.O. 55 
MEDICINE Memorial, S.E.18. H.O. 51 | Hexham Gen. Pre- -reg. ‘H.O.. 55 
German, E.8. H.O. .. 51 | North East Met. R.H.B. Reg 51 | Hove Gen. Pre-reg. H. 55 
Hither Green, S.E.13. Sr. H.¢ 51 Westminster Child’s, 8.W _ -reg. Huddersfield. Royal Infy. H. Oo. 55 
Queen Mary’s Hosp. for the est End, H.O.’s 52 | Hull. Kingston Gen. Pre-reg. H. S:. 55 

E.15. Pre-reg. H.O. 52 | Bath. ‘Royal United. H.O 53 | Ipswich & East Suffolk. Ma. 55 
South London “a for Women & Chemew. Royal Hosp. for ‘Sick Child. Ipswich & East Suffolk. Pre-reg. H. Oo. 55 

Child., 8 -W 4. HAC chs ee H.¢ 54 | Kidderminster & Dist. Gen. Pre- oe. 

St. Stephen’s, 8.W.3. "Re ‘x. -- 52] Hull. oy ictoria Hosp. “for Sick Child. . ae 55 
University College Hosp., W.C.1. Reg. 52 Sr. H.O. Ay : 55 | Leeds R.H.B. Reg. & Locum Regs. 56 
Alexandria, Dunbartonshire. Vale Portsmouth Group H.M.C. Pre-reg. Lincoln County. Pre-reg. H.O. : 56 

of Leven. H.O. i = so & Oo. , 55 | Liverpool United Hosps. H.O.’s 56 
Aylesbury. Stoke Mandeville. Sr. Scotland. North- Easte rm R.H. B. Louth. County. Pre-reg. H.O. 56 

H.O np as ie i Sr. Reg. : 57 | Luton & Dunstable. Reg. 56 
Beverley. Westwood. H.O. or Sr. Sheffield United “Hosps. Sr. Reg. 58 | Manchester. Ancoats. Sr. H. 0." ‘8 56 

H.¢ = ai ° 52] Wrexham. Maelor Gen. H.O. 59 | Manchester R.H.B. Reg. 56 
Bide ford & Dist. H.O. aa 53 Mid Glamorgan H.M.C. Sr. nO: .. 6 
Blackburn & Dist. H.M.C. H.O. .. 54] PATHOLOGY _.| Plymouth. South Devon & East 
Carmarthen. West Wales Gen. Pre- St. Mary’s, W.2. Reg.. 52 Cornwall. Sr. H.O. & pre-t08. H.O. 57 

reg. H.O. ay Oa -. 54 | Kingston Group H.M.C. Reg 55 | Pontefract Gen. Infy. H.O... i. 
Colchester H.M.C. H.0. os 54 | Manchester. North Manche Ste r HMC. i Portemouth Group H.M.C. Pre-reg. 
Driffield. East Riding Gen. H.O. 54 Reg. .. 56 H.O.’ . as OT 
East Cumberland H.M.C. H.O. 54 | Sheffield United Hosps. Reg. 58 | Roe hale Group of Hosps. " Pre-reg. 
Halifax. Royal Infy. H.O. .. 55 | Stoke-on-T as nt H.M.C. Jr. H.M.O. a H.¢ “e ae 
Harefield, Middx. Reg. .. 55 or Sr. H.¢ ° 58 me ef Rush Green. H.O... 57 
Haverfordwest. | Pembroke County Wolve thasapion Group. Jr. .M.O. 59} Romford. Victoria. H.O. _.. re 

War Mem. Pre-reg. H.O. .. 55 | U.S.A. Pittsfield Gen., Mass. Resident 59 | Scotland. Western cae P.-t. Cons. 50 
Huntingdon County. H.O. 55 Scotland. Western R.H.B. ae. eS 
Ipswich & East Suffolk. Pre- re g. H. O. 55 ae ape as B.5. Reg 51 Sheffield United Hosps. Reg. - 
Leeds R.H.B. Reg. & Locum Regs... 56 No wh Ea t Mt t eH BR ee es. 19 Southampton. Royal South’ Hants. 
Lincoln County. Pre-reg. H.O. 56 | HOTS Sass Rt. B... VONS. H.O. > 87 
Mid Glamorgan H.M.C. Sr. H.O. 56 | PLASTIC SURGERY Stafford. Staffords shire Gen. Infy. 
Oxford United Hosps. H.O. .. -. 57] Broxburn, West L athion. Bangour Pre-reg. H. -. 58 
Portsmouth Group H.M.C.  Pre-reg. Gen. Reg. & H.¢ ip .. 53 | Swansea. Pre- a. H.O. 59 

H.0O.’s és . : Torquay. Torbay. H.O. - a. 
Salisbury Gen. Locum Reg. .. .. 57 | PSYCHIATRY e P Watford. Peace Mem. @re-reg. H.O. 59 
Scotland. Western R.H.B. Group National Hosps. for Nervous Diseases. _ West Bromwich. Hallam. Pre-reg. 

Med. Supt. J 50 Sr. Reg. +s o% -. Ol H.O. ay an 25 Op 
Scotland. Western R.H.B. Sr. Reg. 57 | North West Met. R.H.B. P.-t. Cons. 49 | Wolve rhampton aan Pre-reg. 
Sheffield United Hosps. & R.H.B. Sr. North West Met. R.H.B. | P.-t. Re 51 H.O.’ ak > 

legs. ei .. 58 | Birmingham Group 9 H.M.C Lee um j Worthing. Reg. o% wet +e 
She fe ld United Hosps. Reg. or Sr. Jr. H.M.O. 53 | Wrexham. Maelor Gen. Pre-reg. H.O. 59 

HH. 58 | Birmingham. “Monyhull Hail. Jr. f Wrexham. War Mem. Pre-reg. H.O. 59 
acne 'U pton. Locum Reg. 58 H.M.O : -- 531 Addis Ababa. Princess — am, 
Watford. Peace Mem. Pre-reg. H. 0. 59 Cambridge Unite od Hosps. Cons. ro Surgeon - 80 
Australia. Queen Victoria Mem., eeds 40cum Hegs. . 2° | THORACIC SURGERY 

. > rn Ss Pa é 

Melbourne. Deputy Med. Supt. .. 50 ere 2 : og Reg. 26 | South East Regional Thoracic Surgery 
NEUROLOGY Newcastle R.H.B._ Reg. bs 56 | , Unit, 5.6.18. Sr.H.0. .. .. 52 
National maape. | for Nervous Diseases. North West a a R.H. 5, sa a 57 | Aberdeen Gen. Hosps. B.O.M. Jr. 53 

Regs. . 51 | Salisbury. Old Manor. Jr. 57 i we * Sie “i . 

Scotland. South-Eastern R.H.B. Reg. 57 | likley. Middleton. Sr. H.O. 55 
NEUROSURGERY Sherborne, Dorset. Coldharbour. Sheffield. City Gen. Reg. 58 
South East Met. R.H.B. P.-t. Cons. 50 Locum Sr. H.M.C 50 | Warwick. King Kaward VII Mem. 
Birmingham. Midland Centre for South East Met. R. ‘in ‘B. Sr. H.M.O. 50 Chest. Jr. H.M.¢ 59 

Neurosurgery. Sr. H.O 53 | South West Met. R.H.B. Reg. .. 58 | UROLOGY 
Romford. Oldchurch. Sr. H.0. 57 St. Amana. bn age Reg. . 58 St. Peter’s, St. Paul’s & St. - Philip's 
OBSTETRICS AND GYNZCOLOGY Sie AIDA. CST: Eee. i 4 Hosps. Sr. Reg. .. 1 
Annie McCall Maternity, S.W.4. H.O. 50 | New York. Albany. Residencies °9 | GENERAL 
Bethnal Green, E.2. Pre-reg. H.O. .. 50 | RADIOLOGY New York. New Rochelle. Interne- 
Hosp. for Women, W.1. Sr. H.O. 51 | Hosps. for Diseases of the Chest. ships .. 59 
Lambeth, S.E.11. Reg. — P.-t. Cons, .. .. 49] U.S.A. Elmhurst Gen., N.Y. Interne- 
Mother’s (Salvation Army), E.5 ; on St. Mary’s, W. 2. Sr. Reg. & Reg. 52 _ Ships & Residencies. - .. 59 

H.O., H.O.’s & Pre-reg. H. o ‘ 51 | Cardiff. U nited Hosps. Sr. Reg. 54 S.A. Near Boston, Mass. Rotating 
Quee en ——" 8s & Chelsea Hosps. ee ds R. 1th ted Host mt <s = Internship : a 

51 sive a nitec eee emp. Sr. 
south East Met. R.H.B. Reg. 52 H.C ‘i .. 55 | PUBLIC APPOINTMENTS 59 
ee Dudley Road. Sr. H. 0. be RADIOTHERAPY GENERAL PRACTICE 60 
** |% | Leeds R.H.B. Reg. 8 .. 56] NON-MEDICAL 60 
Cardiff. St. David’s. Sr. H.O. SS : +4 
Doncaster. Western. Sr. H.O. or Scotland. Weste rm R. H.B. Sr. Reg. 57 MISCELLANEOUS 60 

Pre-reg. H.O. os 54 | SURGERY EE 
Fast Cumberiand H.M.C. H.0.’s 54 | Central Middle eae x, N.W.10. H.O.’s.. 51 
Hexham Gen. Pre-reg. H.O. 55 | Dulwich, 8.E. H.O a a The Terms and Conditions of Service of 
Kirkcaldy. Forth Park Mate rnity. Hosp. for Sick % *hila., W.C is “Sr. H.O. 52] Hospital Medical and Dental Staff apply to 

H.O. 55 | Lambeth, 8.E.11. H.O. .. 5lfall Re .H.S. hospital posts we advertise, unless 
Live “rpool United Hosps. H.O. 56 | Mile End, E.1. H.O. 51 | otherwise stated. Canvassing disqualifies, but 
Manchester R.H.B. P.-t. Loc um C ons. 50 New End, N.W.3. Reg 51 | candidates may normally visit the hospital 
Mid Glamorgan rf va Cc H.O.’s 56" West London, W.6. H.O. 52 | by appointment. 
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Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 





RAYMOND DALEY, Esq., M.D., F.R.c.P., will deliver the 


GOULSTONIAN LECTURES on THI RSDAY, 17TH JANUARY and 
TUESDAY, 22ND JANUARY, 1957, at 5 P.M. at the College, Pall 
Mall East, S.W.1 

Subject “The Autonomic Nervous System in its Relation 
to some Forms of Heart and Lung Disease. 


Medical Profession admitted on presenta- 
By order of the President, 
HAROLD BOLDERO, Registrar. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


Any member of the 
tion of card. 


WILLIAM DONALD WYKEHAM BROOKS, Esq.. D.M., F.R.C.P., 
will deliver the MARC DANIELS LECTURE on TUESDAY, 15TH 
JANUARY, 1957, at 5 P.M., at the College, Pall Mall East. S.W.1. 


Prevention of Tuberculosis.”’ 
Medical Profession admitted on presenta- 
By order of the President, 
HAROLD BOLDERO, Registrar. 
UNIVERSITY OF LONDON 
INSTITUTE OF ORTHOPADICS 


Subject : “* The 
Any member of the 
tion of card. 


COURSE IN DISORDERS OF BONE 
28TH JANUARY-—2ND FEBRUARY, 1957 
Monday, 28th January—Town Section 
General affections of the adult 
skeleton - . - .. Mr. H. J. BURROWS 
The kidney and bone disease -. Dr. R. Nassm™m 
General properties of bone .. .. Dr. H. A. Sissons 
tadiology of secondary deposits in 
bone ; ae — .. Dr. E. H. ALLEN 
Tuesday, 29th January——Country Section 
Chemistry of bone... ee .. Dr. P. G. WALKER 
Metabolic cases e* ° ee Dr. R. Nassim 
Osteoporosis ‘ Dr. F. H. STEVENSON 
General clinic al de monstration .. Mr. J. 1. P. JAMES 
Wednesday, 30th January—-Town Section 
Osteomyelitis .. - eo .. Mr. H. J. SeEppoN 
Rare bone infections . . .. Mr. H. J. SEDDON 
General clinical demonstration .. Mr. D. TREVOR 


Thursday, 3lst January—Country Section 
Biochemical diagnosis of general bone 


diseases as . - .. Dr. P. G. WALKER 
Response of bone and cartilage to 

infection o< “s Dr. C. H. Lack 
General clinical de monstration .» Mr. P. H. NEWMAN 

Friday, Ist February rown Section 

Recent advances in the pathology of 

tumours of bone... vi .. Dr. H. A. Sissons 
Bone Tumours (Clinical) i .. Mr. K. I. Nissen 
Bone repair .. ee ‘ a Dr. H. A. SIssons 
Bone grafting ° ee .. Mr. J. N. WILson 


Saturday, 2nd February Town Section 
Congenital disorders of the skeleton.. Mr. A. z- FRIPP 
Reticuloses affecting bone. Dr. R. MURRAY 
The fee for the course (including coffee, Seach and tea) is 
7 guineas. 
Early application should be made to the 
Portland-street, London, W. 
UNIVERSITY OF LONDON 


Dean, at 234, Great 


Plasma 
(Harvard ) 
Mary’s Hospital 
Theatre), Paddington, 


2 LECTURES on ** The Physiology of the 
Proteins "’ will be given by Prof. C. A. JANEWAY 
at 5 P.M. on 10TH and LITH JANUARY at St. 
ay adic al School (Wright-Fleming Institute 


A COURSE OF 


without ticket. 
JAMES HENDERSON, Academic Registrar. 
THE LONDON HOSPITAL MEDICAL COLLEGE 


Admission free, 


COURSES IN ADVANCED SURGERY 

Postgraduate Course in Surgery for the Final 
Examination of the F.R.C.S. will be held at The London Hospital 
from LITH MARCH to 29TH APRIL, 1957. The Course will be held 
on MONDAY and WEDNESDAY evenings from 6.30 P.M. to 8.30 P.M. 
with the exception of Monday, 22nd April, and will be limited 
to 18 students. 

Applications should be made to the Dean, from whom further 
particulars can be obtained. The fee for External candidates will 
be 16 guineas and for ** Old Londoners ” 10 guineas. 

H. B. MAy, M.D., F.R.c.P., The Dean. 

The London Hospital Medical ¢ ‘alle ge, Turner-street, E.1. 
LONDON SCHOOL OF HYGIENE AND TROPICAL 

MEDICINE 


An evening 


ACADEMIC POSTGRADUATE DIPLOMA IN BACTERIOLOGY OF THE 
UNIVERSITY OF LONDON 

for the Postgraduate Diploma in Bacteriology 

for the session 1957-58 will commence at the beginning of 

OCTOBER, 1957. This is a full-time course extending over 1 

academic year (approximately 9 months). 

The course is open to : 

(a) Graduates in Medicine, Science and Pharmacy of this or 
another approved University whose previous training has, in the 
opinion of the University, fitted them to profit by the course. 

(>) Registered medical practitioners and other students who, 
though not graduates, have obtained a qualification and under- 
gone a previous training which, in the opinion of the University, 
has fitted them to profit by the course. 

Applications for admission to the Diploma Course must be 
received not later than Ist March, 1957. 

Further information and application forms can be obtained 
from the Registrar, London School of Hygiene and Tropical 
Medicine, Keppel-street (Gower-street), London, W.C.1. 
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UNIVERSITY OF OXFORD 


RADCLIFFE TRAVELLING FELLOWSHIP, 1957 

An Examination for a Fellowship of the annual value of £600, 
tonalite for 2 years, will be held at Oxford on 23RD FEBRUARY, 
1957. Candidates must have passed all the examinations for the 
Degree of Bachelor of Arts and Bachelor of Medicine, and must 
not have exceeded 4 years (exclusive of national service) from 
the time of passing the last examination for the Degree of 
Bachelor of Medicine. 

The examination will take the form of a self-chosen essay and 
aninterview. Further particulars to be obtained from the Regius 
Professor of Medicine, 13, Norham-gardens, Oxford. 

All applications, with essays, must be sent to the Regius 
Professor of Medicine, 13, Norham-gardens, Oxford, by 31st 
January, 1957. 

BRITISH POSTGRADUATE MEDICAL FEDERATION 
UNIVERSITY OF LONDON 


“THE SCIENTIFIC BASIS OF MEDICINE 4 
1956-1957 
SECOND TERM : JANUARY-FEBRUARY, 1957 


especially for 
delivered 


The following lectures, which are designed 
research workers and specialists in training, will be 
at The London School of Hygiene and Tropical Medicine, _Keppel- 
street, W.C.1, on TUESDAY and THURSDAY afternoons at 5.30 P.M. 
during the second term of the session 1956-57. Admission free, 
without ticket. 

Date 
January 
Tues. Sth 


Lecturer Title 


.Professor Sir Soy. . Biological Systems 
ZUCKERMAN, C.B., M.A., 

M.D., F.R.S. (Sands 
Cox Professor of Ana- 
tomy, University of 
Birmingham ) 

. Professor G. HADFIELD,..The R6le of the Endo- 
M.D., F.R.C.P., F.R.C.8. crine System in 
(Director of Clinico- Breast Cancer 
Pathological Labora- 
tories, Imperial Can- 
cer Research Fund) 

. Professor A. J. LEWIs,. 
M.D., F.R.C.P. (Pro- 
fessor of Psychiatry, 
Institute of Psychiatry 

. Professor E. G,. 
LIDDELL, M.A., M.D., 
F.R.S. (Waynflete Pro- 
fessor of Physiology, 
University of Oxford) 

. Professor H. McILWaltn,. . 
D.8C., PH.D. (Professor 
of Biochemistry, Insti- 
tute of Psychiatry) 

Dr. FE. J. ZAmMis, M.D., 
B.SC. (Reader in. 
(Pharmacology, Royal 
Free Hospital School 
of Medicine) 

. Professor C. A. KEELE, . 
M.D., F.R.C.P. (Pro 

Pharmaco- 

and Thera- 

Middlesex 

Medical 


Thurs. 10th. 


Tues. 15th . Social Psychiatry 


Thurs. 17th. .Cajal and Sherrington 


Tues. 22nd Neurochemistry 


. Factors Influencing the 
Action of Neuro- 
muscular Blocking 
Substances 


Thurs. 24th.. 


Tues, 29th .Causes of Pain 


peutics, 
Hospital 
School) 
February 
Tues. Sth ..Dr. N. B. MYANT, D.M... 
(M.R.C. Experimental 
Radiopathology Re- 
search Unit, Hammer- 
smith Hospital) 
Thurs. 7th ..Dr. H. M. SINcLarR,. 
D.M., M.R.C.P. (Reader 
in Human Nutrition, 
University of Oxford) 
Tues. 12th ..Mr. H. J. SEppDoN,. 
C.M.G., D.M., F.R.C.S 
(Director of Studies, 
Institute of Ortho- 
peedics ) 


Biliary Excretion of 
Thyroid Hormone 


. Vitamins in Nutrition 


. Recent Work on Para- 
lytic Poliomyelitis 





Thurs. 14th..Dr. W. J. WHewan,..The Synthesis and 
PH.D., D.SC.. F.R.I.C. Degradation of Poly- 
(Lister Institute of saccharides 
Preventive Medicine ) 

Tues. 19th ..Dr. A. L. GREENBAUM,..The Control of Fat 
PH.D. (Reader in Bio- Metabolism 
chemistry, University 
College, London) 

Thurs. 2ist ..Dr. Honor B. FELL,..The Physiology of 
PH.D., D.SC.,  F.R.S. Skeletal Tissue in 
(Director, Strangeways Culture 


Research Laboratory, 
Cambridge ) 


Tues. 26th .. Professor J. B. Dvuauin,. . Arterial Occlusion 
M.D. (Professor of 
Pathology, University 
of Durham) fa 
Thurs. 28th.. Professor H. GruNe-..The Localization of 


BERG, M.D., PH.D., Inherited Diseases in 
D.8C.. F.R.8. (Professor the Body 

of Genetics and Hon- 

orary Director, M.R.C. 

Group for Experi- 

mental Research in 

Inherited Diseases, 

University College, 

London ) 
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UNIVERSITY of ABERDEEN 
FORTNIGHT’S GENERAL INTENSIVE REFRESHER 
MEDICAL PRACTITIONERS 

A fortnight’s Intensive Course, intended mainly for General 
Practitioners, will be held from 13TH to 25TH MAY, 1957, in the 
University Medical Buildings, Foresterhill, and the associated 
Hospitals in Aberdeen. 

There are schemes for financial assistance whereby the fee 
for the Course (10 guineas) and the expenses of travelling and 
of the provision of a locum may, subject to certain conditions, 
be repaid to doctors engaged in practice under the National 
Health Service. 

Numbers attending the course will be limited and early 
application should be made to the Chairman, Postgraduate 
Medical Committee, Department of Medicine, University 
Buildings, Foresterhill, Aberdeen, from whom further information 
may now be obtained. 

THE MIDDLESEX HOSPITAL MEDICAL SCHOOL 


COURSE FOR 


LEVERHULME RESEARCH SCHOLARSHIP IN CLINICAL MEDICINE 

Applications are invited for a Leverhulme Research Scholar- 
ship, value £1000 p.a., plus superannuation. The Scholarship 
shall be for 1 year in the first instance. The scholar must satisfy 
The Middlesex Hospital Medical School that the major part of 
his time will be spent in research, but he may be allowed to hold 
other appointments. The work may be related to any branch 
of medicine, must be essentially clinical and will be carried out 
in the Institute of Clinical Research attached to the Middlesex 
Hospital Medical School. 

Applications, with the names of 2 referees, and a summary of 
the proposed work should reach the Secretary of the Institute 
of Clinical Research, The Middlesex Hospital Medical School, 
40, } eet street, London, W.1, not later than 3lst January, 
a95 

INSTITUTE OF CHILD HEALTH 
UNIVERSITY OF LONDON 


SIMPSON-SMITH MEMORIAL PRIZE 

The Institute of Child Health is offering a Simpson-Smith 

Me morial Prize for 1957 for the best dissertation or essay on : 
Aspects of the treatment of congenital malformations of 
the lower urinary tract.”’ 

Competition for the Simpson-Smith Prize is open to men and 
women who are members of the British Commonwealth or the 
Republic of Ireland and who have been qualified for not more 
than 15 years. 

In assessing the merit of the dissertation originality in both 
experimental and clinical observation will be regarded as of the 
highest importance. 

The Prize will consist of a money award of 100 guineas. 

A copy of the rules can be obtained from the Secretary, 
Institute of Child Health, The Hospital for Sick Children, 
Great Ormond-street, London, W ree 

Essays submitted for the 1957 prize must be received by the 
Secretary of the Institute not later than 3lst August, 1957. 

G. H. Newns. Dean. 
THE NEW ZEALAND BRANCH BRITISH EMPIRE 
CANCER CAMPAIGN 


J. R. MCKENZIE CANCER RESEARCH FELLOWSHIP 

Applications are invited from suitably qualified persons for the 
above Fellowship. The successful applicent will be required to 
carry out research in cancer at the Medical School, University of 
Otago, Dunedin, N.Z., under the supervision of Dr. F. 
Bielschowsky (Director of Cancer Research). Salary £1275 
£1900 p.a., according to qualifications and experience. 

Further particulars may be obtained from the General 
Secretary, British Empire Cancer Campaign, 11, Grosvenor- 
crescent, Hyde Park-corner, London, 3.W.1. 

Applications should be forwarded air-mail to 
Secretary, New Zealand Branch B.E.C.C P.¢ 
Wellington, N.Z.. not later than 15th March, 1957. 
GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN. 
Applications are invited for the post of RESEARCH FELLOW 
IN PAZDIATRICS at the above hospital. Salary £1200. The 
appointment in the first instance will be for 1 year and may be 
renewed. 

Applications, together with the names of 3 referees, to be 
sent to the Secretary, Board of Management for Glasgow and 
District Children’s Hospitals, 86, St. Vincent-street, Glasgow, 
C.2. 


reach the 
Box 609, 


THE MEDICAL COLLEGE OF ST. BARTHOLOMEW’S 
HOSPITAL, West Smithfield, E.C.1. Applications are invited from 
registered medical practitioners for the appointment of 
MEDICAL TUTOR, tenable as from Ist March, 1957. 
The duties will include the teaching of undergraduate students 
at Bethnal Green Hospital. The salary is on a scale of £1500 
£100-£1800 p.a., together with children’s allowance if the 
appointment is full-time and a proportionate reduction if the 
appointment is part-time. 

Applications, which should be received not later than Ist 
February, 1957, should be addressed to the Dean of the Medical 
Collegve. from whom further particulars may be obtained. 
UNIVERSITY OF OXFORD, RADCLIFFE INFIRMARY, 
DEPARTMENT OF PATHOLOGY Applications are invited for the 
post of GRADUATE ASSISTANT in the Department. The 
suceessful applicant will take part in the teaching and diagnostic 
work of the Department, but will be principally concerned with 
the development of visual instruction and the museum ; there 
will be opportunities for original work. The commencing salary 
will be within a range from £700 to £1400 according to qualifi- 
cations and experience, with family allowance and F.8.8.U 
Duties to commence early in 1957. 

Applications, together with the names of 3 referees, aon be 
sent not later than Ist February, 1957. to Dr. A 1? 
RoBB-SMITH, Radcliffe Infirmary, from whom further partic iis 
may be obtained. 





ST. GEORGE'S HOSPITAL MEDICAL SCHOOL, Univer- 
SITY OF LONDON, Hyde Park-corner, London, S.W.1. Applica- 
tions are invited for the post of LECTURER IN PATHOLOGY. 
The duties involve teaching, research, and diagnostic work in 
histo-pathology. The present salary scale is £1000-£1300 and 
there are prospects of promotion to a senior grade. 

Applications should reach the Director of Pathology (from 
whom further particulars may be obtained) by 26th January, 
957. 


THE UNIVERSITY OF LEEDS. Applications are invited 
for IMPERIAL CHEMICAL INDUSTRIES LIMITED 
RESEARCH FELLOWSHIPS in Bacteriology, Biochemistry, 
Biomolecular Structure, Botany (Plant Biochemistry and Bio- 
physics), Chemical Engineering, Chemistry, Chemistry of 
Leather Manufacture, Chemotherapy, Colour Chemistry and 
Dyeing, Engineering (Civil Electrical or Mechanieal), Fuel and 
Refractories, Geology (including Geochemistry), Metallurgy, 
Mining (Selective Flotation and Geophysical Surveying), 
Pharmacology, Physics, Physiology or Textile Industries 
(Chemistry of High Polymers (keratin and man-made fibres), 
Textile Technology and Textile Engineering). The Fellowships 
will be of an annual value within the range £600—£900 a year 
according to qualifications and experience and will normally be 
tenable for 3 years. Further particulars can be obtained on 
request. 

Applications (3 copies—1 in the case of applicants from 
overseas), together with the names of 2 referees, should reach 
the Registrar, The University, Leeds, 2, not later than 12th 
April, 1957. 


UNIVERSITY COLLEGE, 





Ibadan, Nigeria. Applications 


are invited for LECTURESHIP IN PASDIATRICS. Initial 
appointment 3 years. Salary scale £1700-—£100-€2100 p.a. 
Entry point determined by qualifications and experience. 


Allowance for up to 3 children £50 p.a. per child resident in 
Nigeria, £100 p.a. per child resident elsewhere. Part furnished 
accommodation at rent not exceeding 7:7 % of salary. Passages 
for appointee, wife, and up to 3 children below 11 years, on 
appointment, overseas leave and _ termination. F.S.8.U 
Outfit allowance £60, 

Detailed applications (10 copies) by Ist February, 1957, to 
Secretary, Senate Committee on Colleges Overseas in Special 
Relation, University of London, Senate House, London, W.C.1, 
from whom further particulars may be obtained. 


UNIVERSITY OF WESTERN AUSTRALIA. The Senate 
of the University of Western Australia is proceeding with the 
establishment of a Faculty of Medicine and applications are 
invited for the CHAIR OF CHILD HEALTH. It is planned 
to have the new Medical School ready for occupation and 
teaching in 1957 and appointments have been made to all 
Chairs except that for Child Health. The salary of the Professor 
will be £A3710 p.a., and an allowance is made towards travelling 
expenses, 

Further particulars and information as to the method of 
application may be obtained from the Secretary, Association of 
Universities of the British Commonwealth, 36, Gordon-square, 
London, W.C.1. The closing date for the receipt of applications 
in Australia and London, is 3lst March, 1957. 


Hospital Services : Senior Appointments 


HOSPITALS FOR DISEASES OF THE CHEST. The 
Board of Governors invites applications for 2 appointments of 
CONSULTANT RADIOLOGIST (Diagnostia) tenable in the 
first instance at London Chest Hospital. Applicants must hold 
a Diploma in Diagnostic Radiology. The duties to be covered 
involve 3 half-days each week (Mondays, Wednesdays, and 
Fridays) at the Hospital, Victoria Park, k.2, and 1 half-day in 
alternate weeks at the country unit at Arlesey, near Letchworth. 
This range of duties is to be shared equally between the 2 








successful candidates on a fixed rotational schedule, details of 
which will be given to intending applicants. 
Applications (12 copies), stating date of birth, qualifications, 


and experience in full, with names of 3 referees, to reach the 
undersigned not later than 16th February, 1957. 
KENNETH A. F. MILEs, Secretary to the Board. 
Brompton Hospital, 8.W.3. 


NORTH EAST METROPOLITAN’ REGIONAL HOS- 
PITAL BOARD. 

Part-time ASSISTANT OPHTHALMOLOGIST (Senior 
Hospital Medical Officer grade) for 3 sessions a week at Stratford 
School Clinic, 84, West Ham-lane, E.15 

Full or maximum Part-time CONSU LTANT PHYSICIAN in 
Physical Medicine to Tottenham Group of hospitals, based on 
Prince of Wales’s Hospital, N.15. Residence within reasonable 
distance of Hospital. 

Applications (6 copies), stating post concerned, and names of 
3 referees, should reach the Secretary, 11a, Portland-place, 
London, W.1, by Saturday, 19th January. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT ANAESTHETIST (8 half-days a week), 
Barnet Group of hospitals. Hospitals may be visited by appoint- 
ment with Group Secretary, 1, Wellhouse-lane, Barnet, Herts. 

Applications before 4th February, 1957. 

(2) CONSULTANT PSYCHIATRIST (4 or 5 half-days a 
week—1 evening session essential), Portman Clinic, 8, Bourdon- 
street, Davis-street, W.1. Clinic is concerned with the diagnosis 
and treatment of adults and children, including delinquents 
and other social problem cases, and previous experience in 
these fields, together with research interests, will be an advan- 
tage. Preference will be given to candidates with analytic 
training. Clinic may be visited by direct. appointment. 

Applications before 6th February, 1957. 

Application forms obtainable from, and _ returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
114, Portland-place, W.1. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
CONSULTANT NEUROSURGEON for maximum part-time 
sessions. The main duties will be at the Neuro-Psychiatric Unit 
at Hurstwood Park, Haywards Heath, Sussex, the balance, not 
exceeding 3 notional half-days, being at the Neurological/ 
Neurosurgical Centre at the Brook Hospital, Shooters Hill-road, 
Woolwich, S.E.18. Candidates, with considerable specialised 
experience, must be Fellows of a Royal College of Surgeons. 
Applicants may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and 

experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 19th January, 1957. 
ST. THOMAS'’S HOSPITAL, London, 8.E.1. Surgeon 
to the Orthopeedic Department. Consultant status, with member- 
ship of the Medical Committee. 5 sessions per week. Vacant 
September, 1957. 

Applications (12 copies), naming 3 referees, to the Clerk of the 

Governors by 8th February, 1957. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. Applications are invited for the post of Whole-time or 
maximum Part-time CONSULTANT PSYCHIATRIST to the 
United Cambridge Hospitals from July, 1957. The successful 
applicant will also be offered an honorary contract with the 
East Anglien Regional Hospital Board. The main duties of the 
post will be at Addenbrooke's and Fulbourn Hospitals, Cambridge. 
The terms and conditions of service for hospital medical staff 
will apply. 

Applications, stating age, qualifications, and experience, and 
the names of 3 referees, should reach the undersigned, from whom 
further details may be obtained, by 16th February, 1957. The 
Advisory Appointments Committee og | be held in March. 

Adde nbrooke’ 's Hospital. P. J. BOURNE, Secretary. 
LEEDS. THE UNITED LEEDS Hide PITALE. Applica- 
tions are invited for the appointme nt of Whole-time SENIOR 
HOSPITAL DENTAL OFFICER in Orthodontics at the 
Dental Hospital at Leeds. The appointment will be subject 
to the terms and conditions of service of hospital dental staff 
in the National Health Service. 

Applications, giving full details of qualifications and experience 
with dates, and the names and addresses of 3 referees, should 
be sent to the undersigned within 2 weeks of the appearance 
of this advertisement. 

J. A. TUNSTALL, Secretary to the 

General Infirmary, Leeds. 1 
MANCHESTER REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT OBSTETRICIAN/GYNACOLOGIST, West 
Manchester Hospitals, mainly Park Hospital, Davyhulme—s8 
half-days weekly at 34 guineas or 5 guineas per half-day according 
to statue—required forthwith for indefinite period. 

Applications, with curriculum vitae and names of 2 referees, 

to Senior Administrative Medical Officer, Cheetwood-road, 
Manchester, 8, as soon as possible. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
SENIOR HOSPITAL MEDICAL OFFICER ANASTHETIST 
required for Northallerton Group of hospitals for period of 
3 months commencing llth February, 1957. 

Applications, with names and addresses of 
Senior Administrative Medical Officer, Newcastle 
Hospital Board, Benfield-road, Newcastle upon 
immediately. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT CHEST PHYSICIAN (whole-time), for Holy- 
wood Hall Sanatorium, South West Durham Group of hospita 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, immediately. 
NEWCASTLE REGIONAL HOSPITAL BOARD. New- 
CASTLE GENERAL HOSPITAL. DEPARTMENT OF PSYCHOLOGICAL 
MEDICINE. CONSULTANT PSYCHIATRIST (child guidance), 
whole-time or maximum part-time, for a detached Child Guidance 
Unit to be opened at the above Hospital. The person appointed 
will be responsible for the organisation of the work of the clinic, 
for which a staff of 2 Medical Officers, a Psychologist, and a 


Board of Governors. 


3 referees, to 
Regional 
Tyne, 6, 


Psychiatric Social Worker has been provided initially, with 
additional sessions by visiting Psychiatrists. The Clinic will 
work in codpe ration with the Department of Pediatrics and will 


be closely associated with the University Department of Psycho- 
logical Medicine under the general direction of the Professor of 
Psychiatry. It will be used as the training centre in the region 
for child psychiatry. The successful candidate will be expected 
to participate in teaching and restarch and will be given oppor- 
tunities for devoting some time to adult psychiatry if he so 
wishes. It is anticipated that he will be offered appropriate 
University status. Full particulars from Regional Psychiatrist. 

Applications, with names and addresses of 3 referees, to 
Regional Psychiatrist, Regional Hospital Board, Benfield-road, 
Newcastle upon Tyne, 6, within 28 days. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
Whole-time ASSISTANT PSYCHIATRIST at Leybourne 
Grange Colony, West Malling, Kent, —_ is an establishment 
for the training of mental defectives. Candidates must have 
had wide experience in psychiatry and previous mental deficiency 
experience ; possession of a higher Nae is desirable. 
Salary within the scale £1575-£50—£202 A convenient 
unfurnished house is available for a married practitioner. 
Applicants may visit the Hospital. 

Apply, stating nationality, age, sex, qualifications and 
experience including details of present appointment and of war 





service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments : ——— South East 
Metropolitan Region: il Hospital Board, , Portland-place, W.1, 


January, 1957. 


not later than 19th 
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SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time Locum CHEST PHYSI- 
CIAN (Senior Hospital Medical Officer grade) for the Chest 
Services in Portsmouth for 2 months from 4th February, 1957. 
The main duties will be in the Chest Clinic and Mass Radio- 


graphy Unit. Remuneration will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs 


Applications (3 copies), stating age, qualifications, and 
experience, &c., to the Area Secretary, Highcroft, Romsey-road, 


Winchester, by 19th January, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 


ments :- 

CONSULTANT SURGEON tothe Royal Alexandra Infirmary, 
Paisley, and associated hospitals. The appointment will be 
part-time on the basis of 8 notional half-days per week. 

Whole-time ASSISTANT CARDIOLOGIST based at the 
Royal Infirmary, Glasgow. Salary (at age 32 and over) on the 
seale £1575-£50-£2025. 

ASSISTANT OPHTHALMOLOGIST based at the Glasgow 
Eye Infirmary. The appointment is whole-time or part-time (9 
sessions per week). Salary (at age 32 and over) on the scale 
£1575-£50-£2025. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 

experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, C.2, not later than 30 days 
after the publication of this advertisement. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of GROUP 
MEDICAL SUPERINTENDENT for the hospitals administered 
by the Board of Management for Glasgow Royal Infirmary and 
Associated Hospitals. Salary on the scale £1950—£100(3 }-#2250. 
This appointment is subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board. 
64, West Regent-street, Glasgow, C.2, not later than 30 days 
after the publication of this advertisement. 
SHERBORNE, DORSET. COLDHARBOUR (M.D.) 
HOSPITAL (in the Coldeast and Tatchbury Mount Hospital 
Group). Whole-time Locum Tenens ASSISTANT PSYCHIA- 
TRIST (Senior Hospital Medical Officer grade) required for a 
period of approximately 3 months to commence mid-January. 
Accommodation is available, or successful candidate may reside 
near Hospital. 

Applications to Physician-Superintendent, Tatchbury Mount 

Hospital, Totton, near Southampton. 
ADDIS ABABA. PRINCESS TSAHAIL MEMORIAL 
HOSPITAL. Vacancy exists for a SURGEON. Salary free of 
income-tax Eth.$1500 per month (£2568 sterling p.a.) or 
Eth. $2000 per month (£3452 sterling p.a.) for exceptional 
qualifications and experience. 3-year contract renewable at 
end of 3 years. Free return passages for applicant and wife. 
Cumulative leave of 1 month a year. 


Apply : Chairman of the Council, 18, Egerton-terrace, 
London, S.W.3. 
AUSTRALIA. THE QUEEN VICTORIA MEMORIAL 


HOSPITAL FOR WOMEN AND CHILDREN, 172, Lonsdale-street, 
MELBOURNE, AUSTRALIA. Applications are invited from fully 
qualified medical Women for the position of DEPUTY MEDI- 
CAL SUPERINTENDENT. Salary at rate of £1600 p.a., plus 
board and residence. Appointee eligible to apply for _appoint- 
ment as Medical Superintendent in March, 1958. Hospital's 
present bed capacity 411 (public and intermediate )— obstetrics 
and gynecology, medical, surgical, peediatrics. 
Applicants to state age, full details of qualifications and 
experience, and testimonials. Closing date 3lst March, 1957. 
NELL STEPHENSON, Manager. 


Hospital Services : Junior Appointments 


ANNIE McCALL MATERNITY HOSPITAL, Jeffreys- 
road, S.W.4. Applications are invited from registered Women 
medical practitioners for the post of RESIDENT OBSTETRIC 
HOUSE SURGEON (post recognised for the D.Obst.R.C.O.G.). 
Appointment is for a period of 6 months, vacant Ist February, 








957. 

Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, to 
the Secretary not later than 25th January, 1957 
BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. HOUSE SURGEON (pre-registration), obstetrics 
and gynecology, required 23rd January, 1957. 


Applications, with copies of 2 testimonials, to Hospital 
Secretary. 
DULWICH HOSPITAL, East Dulwich-grove, S.E.22 


Applications invited for appointment as HOUSE SURGEON 
(general surgical duties). There is an association with King’s 
College Hospital Medical School for teaching purposes. Recog- 
nised for pre-registration purposes. 

Apply, giving age, qualifications, and previous posts (if any) 

with copy testimonials or names of 2 referees, to Group Secretary, 
Camberwell Hospital Management Committee, Dulwich Hos- 
pital, not later than 16th January. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (anesthetics) whole-time, resident, 
for 6 months from Ist March, 1957, renewable. Previous 
experience in angsthesia essential. Post is recognised for the 
D.A. and F.F.A.R.C.S. 

Applications, with copies of 2 testimonials, 
referees, to Medical Director by 19th January, 


or names of 2 
1957. 
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CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICERS required in Surgical Depart- 
ment. Post-registration and Pre-registration. Appointments for 
6 months from February, 1957 

Applications, with 2 testimonials, to Medical Director by 
12th January. 

GERMAN HOSPITAL, Daiston, E.8. (General—157 Beds.) 
Applications are invited for the 6 months appointment, now 
vacant, of HOUSE PHYSICIAN (registered practitioners only ) 
and should reach the Group Secretary, Hackney Hospital, 
London, E.9, as soon as possible, quoting GH/HP. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer grading) required Ist March, 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary, Board of Governors, by 14th 
January. 

HITHER GREEN HOSPITAL, London, S.E.13. Lewisham 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of SENIOR HOUSE OFFICER with duties 
in Infectious Diseases, General Medicine and E.N.T. Unit. 
Vacant Ist February. The appointment is tenable for 1 year 
and may be either fully resident or resident only when on duty. 

Applications, stating age, qualifications and experience, with 
copy testimonials or names of referees, to Group Sec retary at 
Lewisham Hospital, S.E.13. 

HOSPITAL FOR WOMEN, Soho-square, W.1. (Affiliated 
qa Middlesex Hospital.) Applications are invited for a full- 
, of RESIDENT SENIOR GYNACOLOGICAL 
HOUS OFFICER, vacant on Ist April, 1957. Appointment 
is for 6 months but the holder can apply for an extension of 
6 months. Salary in accordance with the terms laid down for 
edical and dental staffs, less a deduction of £150 p.a. for resi- 
ential emoluments. The appointment is recognised for the 
M.R.C examination. 

Applications, stating age, nationality, qualifications and 
experience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than W ednesday, 16th 
January. D. C. EMERY, Secretary. 
KING’S COLLEGE HOSPITAL, Denmark-hill, 8.E.5. 
Applications are invited for the post of REGISTRAR in the 
Department of Physical Medicine to fill a casual vacancy from 
ist February, 1957, until the annual election of the appointment, 
to run from Ist October next. Preference will be given to candi- 
dates with experience in general medicine and holding the 
M.R.C.P., who wish to specialise in physical medicine. Previous 
experience in this specialty is desirable but not essential. 

Applications, together with the names of 2 referees, should be 
submitted to the undersigned not later than 19th January, 1957, 
from whom further particulars may be obtained. 

8. W. BARNES, House Governor. 
LAMBETH HOSPITAL, Kennington, 8.E.11. Applications 
are invited from pre-registration and registered medical practi- 
tioners for the position of RESIDENT HOUSE SURGEON, 
vacant on 11th February, 1957. The successful candidate will be 
requi to carry out a fortnight’s locum duty starting 28th 
January, 1957. 

Application forms from the Physician-Superintendent. 
LAMBETH HOSPITAL, Brook-drive, S.E.11. South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for registered medical practitioners for the post 
of OBSTETRIC AND GYNACOLOGICAL REGISTRAR, 
which will become vacant in March, 1957. The appointment is 
normally for 2 years but subject to annual review. The post is 
recognised for the M.R.C.O.G., and includes some teaching of 
medica) students from St. Thomas’s Hospital. Candidates may 
visit the Hospital. 

Forms of application obtainable from the Group Secretary, 
Lambeth Group Hospital Management Committee, Renfrew- 
road, S.E.11, should be returned by 19th owt: pet: 
LAMBETH HOSPITAL, Brook-drive, S.E.1 ca- 
tions are invited for appointment as CASU ALTY oF fc En, 
vacant Ist February, 1957. The successful candidate will be 
required to cai out locum duties from 14th January, 1957. 
The post is graded as Senior House Officer or House Officer, 
according to experience, and is recognised for the F.R.C.S. 

Application forms from the Physician-Superintendent. A 
stamped addressed envelope should be enclosed. 
LANGTHORNE HOSPITAL, London, E.11. Leytonstone 
(No. 10) HOSPITAL GROUP. Applications are invited for the post 
of HOUSE OFFICER in the Group Geriatric Unit at above 
Hospital. The post offers excellent scope for persons interested 
in this specialty as the most modern methods of geriatric treat- 
ment are pomen Mody supervised by a Consultant Geriatrician, 
with fall Consultant services in other branches. 

Application forms from the Senior Medical Officer, Langthorne 
Hospital, London, E.11, ney be returned by 14th January, 1957. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 
8.E.18. PZ DIATRIC OU SE PHYSICIAN (recognised for 
D.C.H.), vacant early in February. Not pre-registration. The 
post entails routine ward and outpatient work as well as experi- 
ence with neonates and includes general and casualty duties. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

S.E. 
MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 
S.E.18. SENIOR HOUSE OFFICER (Casualty Department), 
vacant 8th February. MRecognised for F.R.C.8. 6 months 
resident appointment and may then be renewed. Salary £745 p.a., 
less £150 p.a. for residence. 

Apply to Secretary. 

MILE END HOSPITAL, Bancroft-road, London, €E.1. 
(484 Beds.) HOUSE SURGEON (pre- or post-registration ). 
Post vacant 6th February, 1957. 

Application forms obtainable from Physician-Superintendent, 
should be returned by 18th January, with copies of not more 
than 3 testimonials. 








MOTHERS’ HOSPITAL (Salvation Army), Clapton, E.5. 
(Maternity—110 Beds.) Applications are invited for the follow- 
ing 6 months resident posts :— 


(a) Registered OBSTETRIC HOUSE SURGEONS (2 posts 
vacant Ist February and Ist March). 
(b) Pre-registration (second post) OBSTETRIC HOUSE 


SURGEON (vacant Ist March) 

Posts recognised for M.R.C.0.G. 

Apply Group Secretary, Hackney Hospital, 

10th January, quoting MH (a) or (0). 
MOTHERS’ HOSPITAL (Salvation Army), Clapton, E.5. 
(Maternity—110 Beds.) Applications are invited for the 12 
months resident appointment (vacant Ist February ) of SENIOR 
HOUSE OFFICER (post recognised for M.R.C.O.G.) and should 
reach the Group Secretary, se _ y Hospital, London, E.9, 
by 10th January. quoting MH/S} 
NATIONAL HOSPITALS rOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (non-resident) at The 
National Hospital, Queen-square, W.C.1, for work in the Out- 
patients Department. This post carries the grade of Registrar. 
The appointment will be for 1 year in the first instance. 

Applications, with names of 3 referees, - be sent to the 

undersigned not later than 3lst January, 1957 
H. Ewart MITCHELL, 
Secretary to the Board of Governors. 
National Hospitals for Nervous uenaes, 
Queen-square, London, W.C. 


NATIONAL HOSPITALS FOR at DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE PHYSICIAN at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
Registrar. The appointment will be for 1 year and will be renewed 
in exceptional circumstances. 

Applications, with names of 3 referees, ‘ be sent to the 
undersigned not later than 3lst January, 1957 

. EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous | empmeneed 
Queen-square, London, W.C. 


NATIONAL HOSPITALS FOR — DISEASES. 
Applications are invited from istered medical practitioners 
for the appointment of PSYCHIATRIC REGISTRAR (non- 
resident) at The National Hospital, Queen-square, W.C.1. This 
post carries the grade of Senior Registrar. The appointment will 
be for a period of 1 year in the first instance. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 3lst January, 1957. 

H. EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, London, W.C.1. 


NEW END HOSPITAL, Hampstead, N.W.3. Registrar 
(general surgery) required for unit consisting of 93 Beds with 
large Thyroid Department. Vacant 13th February, 1957. 
F.R.C.S. desirable. The Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, the 
Group Secretary, Archway Group Hospital Management Com- 
mittee, 46, Cholmeley-park, N.6, by 14th January, 1957. 


NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. PZ/DIATRIC REGISTRAR (non-resident), 
ueen Elizabeth Hospital for Children and The Mothers’ 
ospital (Salvation Army), Hackney. Vacant Ist March. 
Experience in diseases of children essential. Appointment 
subject to review after 1 year. 

Application forms from Secretary, North East ryote 
Regional Hospital Board, 11a, Portland-place, W.1, be 
returned by 12th January, 1957. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Psychiatry for 7 half-days 
weekly at Child Guidance Clinic, Ealing. Candidates may visit 
clinic by direct appointment (telephone : Perivale 9571). 

Application forms obtainable from, and returnable to Group 
Secretary, South West Middlesex Hospital Management Com- 
— Vest Middlesex Hospital, Islewgrth, by 15th January, 
1957. 


London, E.9, by 


The } 





ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. (279 Beds.) NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. REGISTRAR required in the Orthopmdic and 
Fracture Department of the above Hospital. The Vepartment 
has a very large Fracture Clinic. Candidates may visit the 
Hospital by direct appointment. 

Application forms obtainable from, and returnable to, the 
Secretary, Royal Northern Hospital, N.7, by 15th January, 1957. 


QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
CHELSEA HOSPITAL FOR WOMEN. HOUSE SURGEON (Senior 
House Officer) resident post tenable for 1 year from Ist April, 
1957. 

Applications to the House Governor by 18th January, 1957, 
on forms obtainable from 339, Goldhawk-road, London, W.6. 


QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
QUEEN CHARLOTTE’S MATERNITY HOSPITAL. JUNIOR 
OBSTETRIC OFFICER (Senior er Officer), resident post 
tenable for 6 months from Ist April, 1957. 

Applications to the House P sem ae by 18th January, poet. 
on forms obtainable from 339, Goldhawk-road, London, W.6 


QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
ANZESTHETIST (Senior House Officer), resident post tenable 
for 6 months from Ist April, 1957, in the first instance, for duties 
Pore F nospitals. Post recognised for the purpose of the 
F.F.A.R.C 

Applic ~ ol to the House Governor by 18th January, tds 
on forms ob‘ ainable from 339, Goldhawk-road, London, W. 
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QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE PHYSICIAN (pre -registration ) 
required for 6 months commencing 13th February, 1957. 

Applications, with copies of recent testimonials, to Hospital 

Secretary by 12th January, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments as 
Whole-time REGISTRARS in Anesthetics to fill vacancies 
in the approved trainee establishment at the following Groups 
of hospit: als respectively 

(1) Brighton and Lewes. 

(2) Greenwich and Deptford. 

The appointments will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland place, London, W.1, not later than 19th January, 
1957. 

SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment 
as Whole-time REGISTRAR in Obstetrics and Gynecology 
to fill a vacancy in the approved trainee establishment at the 
Camberwell Group of hospitals, available on 13th March, 1957. 
The appointment will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 refere to be sent to the Secretary, Registrars 
Committee, South E ast Metropolitan Regional Hospital Board. 
11, Portland-place, W.1, not later than 19th January, 1957. 
SOUTH EAST REGIONAL THORACIC SURGERY 
UNIT. (50 Beds.) BROOK GENERAL HOSPITAL, Shooters Hill- 
road, S.B.18 SENIOR HOUSE OFFICER, vacant mid- 
January. Recognised for F.R.C.S, 6 months appointment 
and may then be renewed for a further period. The Unit treats 
all types of chest diseases and offers opportunity for compre- 
hensive training in thoracic surgery 

Apply to Group Secretary, Memorial 
3.E.18 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Women medical practi 
tioners for the post of HOUSE PHYSICLAN vacant on 28th 
March, 1957, for a period of 6 months 

Forms of application from the Secretary 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of Whole-time SENIOR REGISTRAR to the 
Diagnostic Radiological Department of St. Mary’s Hospital. 
The appointment is for a first period of 12 months, with effect 
from Lith March, 1957 ; remuneration to be at Senior Registrar 
rates 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, shonld reach ALAN 
PowpitTrcHu, House Goyernor, not later than 15th January, 1957. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of REGISTRAR to the Diagnostic Radiological 
Department : possession of the Diplomain Radiology is essential. 
The appointment is for a first period of 12 months, with effect 
from Lith March, 1957 ; remuneration to be at Registrar rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previorts and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpircH, House Governor, not later than 15th January, 1957. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of CASUALTY 
SURGEON. Candidates must have held an appointment as 
House Surgeon at this Hospital or at another hospital approved 
by the Board of Governors. The appointment is for a first pe riod 
of 6 months, with effect from Ist March, 1957. Remuneration at 
Senior House Officer rates 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpbitrcH, House Governor, not later than 22nd January, 1957. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
from suitably qualified medical practitioners for the post of 
REGISTRAR to the Department of Chemical Pathology. The 
appointment is for a first period of 12 months as from a date 
to be arranged. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowprrcH, House Governor, by 22nd January, 1957. 


ST. MATTHEW'S HOSPITAL. (320 geriatric beds.) 
Applications are invited for the of SENIOR HOUSE 
OFFICER (geriatrics), resident. 

Applications and copies of 2 testimonials to the 
Secretary, St. Matthew's Hospital, Shepherdess-walk, 
N.1, by 19th January, 1957 


ST. STEPHEN’S HOSPITAL, Chelsea, 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR, General medical duties (some 
non-resident. 

Application forms from the 
Hospital, Sydney-street, Chelsea, 
than 14 days from date of advertisment 
stamped addressed envelope). 





Hospital, Woolwich, 


post 


Hospital 
London, 


S.W.3. South 
MEDICAL 
tuberculosis), 


Acting ge Secretary, St. Luke's 
Ww. to be returned not later 


(enclose foolscap 
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ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Peter’s Hospital on Ist April, 1957. 
Applications invited from Male candidates on the British register 
who have completed their training in general surgery. Appoint- 
ment for 6 months, with opportunity for a further 6 months if 
recommended. Candidates should be prepared to spend 1 year 


at the Hospital if required. 

Applications (12 copies), and the names of 3 referees, should 
reach the House Governor, St. Peter’s Hospital, Henrietta- 
street, W.C.2, by 3lst January, 1957. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 


street, London, W.C.1._ There will be a vacancy on 8th April, 
1957, for a RESIDENT SENIOR DENTAL HOUSE SUR: 
GEON. The post is recognised for the Fellowship in Dental 


Surgery, Royal College of Surgeons. Experience is given in both 
oral surgery and orthodontics. 

Further particulars and form of application, which must be 
returned not later than 4th February, 1957, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies for the following 
Senior House Officers on 15th April, 1957. 

1 HOUSE PHYSICIAN 

1 HOUSE SURGEON. 

Further particulars and form of application which must be 
returned not later than Monday, 4th February, 1957, are 
obtainable from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of MEDICAL 
REGISTRAR for 1 year in the first instance from Ist March, 
1957. This post will include a period of duty at the Whittington 
Hospital, London, N.19. Preference will be given to candidates 
holding higher qualifications. 

Applications, with names of 2 referees, to Administrator and 
Secretary by 23rd January, 1957. 
west nae Chan HOSPITAL, Hammersmith-road, W.6. 
RESIDENT CASUALTY OFFICER (Senior House Officer 
grading) required te diately. 

Applications, stating age, qualific ations, experience, 
2 recent testimonials, to Secretary by 12th January. 
WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
Applications invited for following posts : 
OFFICER 





copies of 


RESIDENT SENIOR HOUSE (aneest hetics ), 
mid-February. 
RESIDENT HOUSE SURGEON (general and_ genito 


urinary), Ist March. Pre-registration candidates considered. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 13th January. 
WESTERN HOSPITAL, Seagrave-road, Fulham, 8.W.6. 
Applications are invited for appointment as REGISTRAR 
(infectious diseases). Post vacant Ist April, 1957. The Hospital 
is the Regional Centre for the treatment of respiratory complica- 
tions of poliomyelitis, and has facilities for research. Candidates 
may visit the Hospital by arrangement with the Physician- 
Superintendent. 

Applications (5 copies) to be 
1957, on forms obtainable from, and returnable to, Group 
Secretary (L.172), 5, Collingham-gardens, London, 8.W.5. 
WESTMINSTER HOSPITAL, St. John’s Gardens, S.W.1. 
Applications invited for post of REGISTRAR to Anesthetics 
Department for 1 year in first instance from Ist March, 1957 

Applications (8 copies), with names of 2 referees, to House 

Governor by 19th January. 
WESTMINSTER CHILDREN’S HOSPITAL. Westminster 
HOSPITAL TEACHING GROUP. 2 HOUSE PHYSICIANS (both 
second pre-registration) ; 1 HOUSE SURGEON (pre-registra - 
tion) required for 6 months from Ist February, 1957. 

Applications, with copies of testimonials, should reach the 

Secretary, Westminster Children’s Hospital, Vincent-square, 
S.W.1, by llth January, 1957. 
WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited for the post of Pre-registration HOUSE SURGEON 
(general surgery) which became vacant Ist January, 1957 

Application forms from the Hospital Secretary to be returned 


submitted by 18th January, 


by I4th January, 1957. 

WILLESDEN CHEST CLINIC, Pound-lane, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR required Ist April, 1957. Duties 


include clinic and district work, also personal supervision of 20 
Beds in Neasden Hospital ; and some duties Central Middlesex 
Hospital. Experience required in general medicine, and some 
experience in treatment of pulmonary tuberculosis. Preference 
to candidates with higher qualifications. Further details from 
Physician to clinic. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 23rd January, 1957. 
ALEXANDRIA, DUNBARTONSHIRE. VALE OF LEVEN 
HOSPITAL. (155 Beds.) The undernoted vacancies for HOUSE 
OFFICERS exist for the 6 months period commencing Ist 
February, 1957. 

Surgery and gynecology (pre-registration post). 

General medicine (non-pre-registration ). 

Applications to be submitted to the Medical Superintendent 

at the Hospital. 
ASHFORD HOSPITAL, Ashford, Middlesex. 
GROUP HOSPITAL MANAGEMENT COMMITTEF CLINICAL 
ASSISTANT for Ophthalmic Unit required for 2 notional half- 
days per week, at present Monday a.M. and Wednesday P.M. 
Salary £175 p.a. per half-day session. 

Applications, stating age, qualifications and experience, 
with copies of 3 recent testimonials, to Medical Director of 
Hospital immediately. 


Staines 
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ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Geriatrics at Glenburn Wing, Woodend 
General Hospital, Aberdeen. The post is non-resident. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. WOODEND GENERAL HOSPITAL. Applications 
are invited for the appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER in the Tharacic Surgery Department of 
the above Hospital. The post, which is non-resident, becomes 
vacant on Ist March, 1957. The appointment is subject to the 
conditions of service issued by the Department of Health for 
Scotland. 

Applications, giving details of qualifications and experience 
and the names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
PITAL. SENIOR HOU SE OFFICER required from Ist February, 
1957 (mainly surgical). Post recognised for F.R.C.S. Resident. 

Applications, stating age and experience, &c., to the Group 

Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cards. 
ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required for 8th February, 1957. Post 
recognised for F.R.C.S. and approved for pre-registration 
purposes. 

Applications to Group Secretary, Hospital Management 
Committee Office, Royal Infirmary, Blackburn, Lancs. 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. (612 Beds.) SENIOR HOUSE PHYSICIAN 
(Senior Resident Medical Officer) for the Acute General Medicine 
Unit comprising 2 Registrars and 3 Resident House Physicians. 
Senior House Officer grade ; vacant 14th January, 1957. 

Applications, with copies of 3 recent testimonials, to the 
Administrative Officer. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON (pre-registration). Post vacant early 
January. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BATH. ROYAL UNITED HOSPITAL. House Physician 
(peediatrics) required early February at above Hospital. Post 
recognised for pre-registration purposes and D.C.H. qualification. 

Applications, stating age, qualifications and experience 
with 3 testimonials, should be forwarded to Secretary, Bath 
Hospital Management Committee, Manor Hospital, Combe 
Park, Bath 
BATLEY. THE GENERAL HOSPITAL. Applications 
are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER (surgical) at the above Hospital which has 99 Beds 
and deals with orthopedic surgery, general surgery, E.N.T., 
and ophthalmology. The person appointed should have experi- 
ence in orthopedic surgery or should desire to pursue this 
specialty. Married accommodation can be provided, if necessary, 
and it is hoped that an appointment can be made for a term of 
1 year. 

Applications, including testimonials, to be forwarded to the 
Administrative Officer at the Hospital] as soon as possible. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
F.R.C.S. Post offers exceptional opportunities for general 
experience in busy acute Surgical Units. 

Inquiries and applic ations, with copies of 2 recent testimonials, 

to Group Secretary, 3, Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE PHYSICIAN. House Officer or Senior 
House Officer grading according to experience. Pre-registration 
post, but fully qualified practitioners may apply. 

Apply Group Secretary. 

BIRMINGHAM GROUP 9 HOSPITAL MANAGEMENT 
COMMITTEE (Mental Deficiency). Locum JUNIOR HOSPITAL 
MEDICAL OFFICER required in January and March, 1957. 

Apply to Secretary, Coleshill Hall Hospital, Coleshill, near 

Birmingham. 
BIRMINGHAM. MONYHULL HALL HOSPITAL, Kings 
HEATH, BIRMINGHAM, 14. BIRMINGHAM (NO. 8) HOSPITAL MAN- 
AGEMENT COMMITTER. Applications are invited for the appoint- 
ment of a JUNIOR HOSPITAL MEDICAL OFFICER (resident 
or non-resident). This mental deficiency hospital offers good 
experience in all branches of the investigation and training of 
mental defectives. In addition there are opportunities to gain 
experience with E.S.N. children and in child psychiatry at 
St. Francis Residential Special School, which is associated with 
the Hospital. There is a large, well-developed Psychological 
Department staffed by 3 Clinical Psychologists. The Hospital 
is recognised for the first-year of the training for the D.P.M. 
Accommodation for a single person is available. 

Applications, giving full personal particulars, qualifications 
and experience, together with the names and addresses of 2 
referees, to be sent to the Medical Superintendent at the above 
Hospital within 2 weeks of the appearance of this advertisement. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY. 

SENIOR HOUSE OFFICER, vacant Ist March, 1957. 

HOUSE SURGEON (recognised for pre-registration), vacant 

20th February, 1957. 

Both appointments recognised for M.R.C.O.G. Department 
under control of 3 Consultant Obstetricians, 115 maternity 
beds, 100 neonatal cots, and 60 gynzecological beds. 

Detailed applications, with copies of 3 recent testimonials, to 
Group Secretary. 





BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) at one (Selly Oak) Group, Oak Tree-lane, 
Birmingham 

ORTHOP-EDIC. R -EGISTRAR for Royal Orthopedic Hos- 
| sew 3% F.R.C.S, desirable—experience in orthopedic surgery. 
Resident. 

(2) Coventry No. 20 Group Hospital Management 
Committee, Stoney Stanton-road, Coventry 

(a) REGISTRAR (ophthalmology ) for Coventry and Warwick- 
shire Hospital (354 Beds—36 ophthalmology), vacant 28th 
February, 1957. Recognised D.O. and F.R.C.S. Oph. Experience 
specialty essential. 

(b) REGISTRAR (general surgery) for George Eliot Hospital, 
Nuneaton (275 Beds—54 surgical), vacant 28th February, 1957. 
Recognised F.R.C.S. Experience specialty essential. Resident. 

(3) Stoke-on-Trent Group, Princes-road, Stoke-on- 
Trent 

(a) MEDICAL REGISTRAR (chest diseases). Duties mainly 
at Cheshire Joint Sanatorium (305 Beds) with periods of transfer 
to Tuberculosis Unit (pregnancy and diabetic) at City General 
Hospital and Stoke-on-Trent Chest Clinic. The post offers wide 
experience in the investigation and medical and surgical treat- 
ment of tuberculosis and other chest diseases. Possible married 
accommodation available later, 

(>) REGISTRAR (E.N.T. surgery) for North Staffordshire 
Royal Infirmary (455 Beds). Experience specialty essential. 
Resident or non-resident. 

Application forms from Group Secretaries to be returned by 
14th January, 1957. 

BIRMINGHAM (near). THE MIDLAND CENTRE FOR 
NEUROSURGERY, Holly-lane, SMETHWICK, near BIRMINGHAM. 
(75 Beds. ) SENIOR HOUSE OFFICER _ (resident). 
Appointment for 1 year (renewable) will be avaiable from Ist 
February, 1957, tenable in medica] neurology and neurosurgery. 

Applications, with names of 2 referees, to the Group Secretary, 
West Bromwich and District Hospitals Management Committee. 
BIRMINGHAM. THE SKIN HOSPITAL, INPATIENTS 
DEPARTMENT, George-road, BIRMINGHAM, 15. SENIOR HOUSE 
OFFICER or HOUSE OFFICER according to experience. 
Modern well-equipped Inpatients Department, providing facilities 
for study of skin diseases. Required to assist Consultant at 
outpatients clinics. 

Applications, with copies of 2 recent testimonials, to Group 
Secretary, Dudley Road Hospital, Birmingham, 18. 
BIDEFORD AND DISTRICT HOSPITAL. (51 Beds.) 
Applications invited for post of HOUSE OFFICER, now 
vacant. Flat available for married officer. 

Applications, stating names of 2 referees, to Group Secretary, 
North Devon Hospital Management Committee, 19, Alexandra- 
road, Barnstaple. 

BOURNEMOUTH (near). CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HANTS. BOURNEMOUTH AND EAST DORSET HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for 
the appointment of SURGICAL REGISTRAR at the above 
Hospital of 340 Beds which includes a new Surgical Unit of 
56 Beds. This is a new post which will become available in 
March, 1957, and is consequent upon the upgrading of the 
Hospital. The post is tenable for 1 year in the first instance and 
preference will be given to candidates holding higher qualifica- 
tions. The successful candidate will be resident at the Hospital. 

Forms of application are obtainable from the Group Secretary, 

Hospital Management Committee Office, Royal Victoria Hos- 
pital, Gloucester-road, Boscombe, Bournemouth, and should be 
returned to him duly completed within 14 days of the appearance 
of this advertisement. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) HOUSE SURGEON (including gynecology) 
re ArT be ginning of February. Pre-registration and recognised 
for F.R.C. 

Applic —- stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 

BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 2 CASUALTY HOUSE SURGEONS. Duties 
include work in Orthopeedic and Traumatic Unit. Vacant mid- 
aoe and February. MKecognised for pre-registration and 

t.C.8 

Applications, stating usual particulars, and naming 2 referees, 

to the Administrative Officer, Royal Sussex County Hospital, 
Brighton. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL (near EDINBURGB), MAXILLO-FACIAL AND PLASTIC 
SURGERY UNIT. Applications are invited for the appointment 
as REGISTRAR in the Maxillo-Facial and Plastic Surgery 
Unit. Salary and conditions of service in accordance with 
re gulations. 

Applications, with full particulars of qualifications and 
experience, together with names of 3 referees, should reach the 
Group Secretary and Treasurer, Board of Management, Bangour 
Hospital, Broxburn, West Lothian, within 14 days. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. Applications are invited for the post of SENIOR 
HOUSE OFFICER (anesthetics). Post recognised for D.A. and 
F.F.A.R.C.S. 

Applic ations, naming 2 referees, to the Group Secretary and 
Treasurer, Board of Management, Bangour Hospital, Broxburn, 
West Lothian, within 14 days. 

BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL (near EDINBURGH). MAXILLO-FACIAL AND PLASTIC 
SURGERY UNIT. Applic ations are invited for an appointment 
as HOUSE OFFICER in the Maxillo-Facial and Plastic Surgery 

Unit of Bangour General Hospital, Broxburn. Salary and condi- 

tions of service will be in accordance with the regulations. 

Applications, giving age, qualifications and particulars of 
previous experience, if any, should be lodged with the Group 
Secretary and Treasurer, Board of Management, Bangour 
Hospital, Broxburn, West Lothian. 
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BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 
Queen's Park Hospital, 


Blackburn (640 general beds) 


HOUSE PHYSICIAN required on 30th Jqnuary, 1957. Post 
recognised for pre-registration purposes. 
Royal Infirmary, Blackburn 
HOUSE SURGEON required on Ist February, 1957. Post 


recognised for F.R.C.S., and 
purposes. 

Apply to Group Secretary, 
Office, Royal Infirmary, Blackburn. 
CARDIFF. ST. DAVID’S HOSPITAL. 
OFFICER (Resident) required in Geriatric 
above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 


approved for pre-registration 
Hospital Management Committee 


Senior House 
Unit (200 Beds) at 


Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. 8ST. DAVID’S HOSPITAL. Senior House 
OFFICER in Obstetrics required at above Hospital. Appoint- 
ment recognised for M.R.C.O.G. 

Further particulars and form of application from Group 
Secretary, Cardiff Hospital Management Committee, 44, 
Cathedral-road. Cardi 


CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the post of SENIOR REGISTRAR 
in the Department of Diagnostic Radiology at the Cardiff Royal 
Infirmary. Candidates must hold a Diploma in Medical 
Radiology. 

Application forms may be obtained from the Secretary to the 

Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of RESI- 
DENT HOUSE OFFICER (surgical), which will become vacant 
on 8th February next. Salary and conditions of service as laid 
down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 

ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE 
Applications are invit for the pre-registration post of 
RESIDENT HOUSE OFFICER (medical), which will become 
vacant on 8th February next. Salary and conditions of service 
as laid down by the Ministry of He salth. 

Applications, stating age, qualifications, experience, 
ality, with names and addresses of 3 referees, 
Secretary, West Wales Hospital 
Glangwili, Carmarthen. 
CARSHALTON, SURREY. 
HOUSE SURGEON (approved for Pre-registration Service). 

Applications, stating age, qualifications and experience, 
with copies of recent testimonials and the names of 2 referees, 
should be sent to the Secretary at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(711 Beds.) SURGICAL REGISTRAR to 1 of the 2 general 
Surgical Units, comprising 70 Beds. Post vacant Ist April, 1957. 

Forms of application, to be returned by 19th January, may 
be obtained from the Group Secretary at above address. 
COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for : 

Essex County Hospital, Colchester (185 Beds) 

HOUSE OFFICER (surgical). First, second, third or ort 
registration post, tenable for 6 months. Recognised for F.R.C 

Black Notley Hospital, Braintree (516 Beds) 

Posts of HOUSE SURGEON and HOUSE PHYSICIAN. 
The successful applicant will serve 6 months as House Surgeon 
followed by 6 months as House Physician. First, second, third 
or pre-registration posts. Surgical post includes duties in general 
surgical, and gynecological wards. Recognised for F.R.C.S. 
Medical post includes duties in medical and pediatric wards. 

Applications, with copies of 3 testimonials, to Group Secretary, 
14, Pope’s-lane, Colchester. 

CROYDON GENERAL HOSPITAL. 
(Senior House Officer resident). 








nation- 
to the Group 
Management Committee, 


ST. HELIER HOSPITAL. 


Casualty Officer 
Post vacant 22nd January, 


1957, and is recognised for Final F.R.C.S. examination. There 
is a Registrar in charge of department. 
Application forms obtainable from GEORGE A. PaAINgEs, 


Secretary, 
Croydon. 
CROYDON. MAYDAY HOSPITAL. 
GROUP HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
CASUALTY OFFICER (Senior House Officer grade). Appli- 
cations are invited for post which is vacant on 22nd January. 
Recognised for Final F.R.C.S. examination. Particularly good 
for gaining experience in orthopedics and fracture work. 

Application forms obtainable from GEORGE A. PAINEs, Group 
secre saey , Hospital Management Committee, General Hospital, 
Croydon 
DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship and D.L.O.) Applications 
4? invited for the post of SENIOR HOUSE OFFICER in the 
E.N.T. Department. Post vacant now. 

Applic ations to the Group Secretary, Doncaster Hospital 
Management Committee, at Doncaster Roy al Infirmary. 
DONCASTER. WESTERN HOSPITAL. (Recognised 
under the regulations for the D.Obst.R.C.0.G. and M.R.C.O.G. 
(obstetrical experience ) and approved for Pre-registration Service 
under the Medical Act, 1950.) Applications are invited for the 
post of OBSTETRICAL HOUSE OFFICER (Senior House 
Officer or pre-registration post), vacant end of January. 

Applications should be forwarded to the Group Secretary, 
Doncaster Hospital Management Committee, at Doncaster 
by 10th January. 


Hospital Management Committee, General Hospital, 


(611 Beds.) 7. 


Royal Infirmary, 
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DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE PHYSICIAN, vacant early 
January. Approved pre-registration post. Fully qualified 
practitioners may apply. Duties include acute and chronic 
medicine. Good general experience for first house appointment. 
Apply Group Secretary, Westwood Hospital, Beverley, 
Yorkshire. 
DRIFFIELD, YORKSHIRE. NORTHFIELD SANA- 
TORIOM. (78 Beds.) SENIOR HOUSE PHYSICIAN, vacant 
now. Offers experience all branches of tuberculosis within the 
Group, including surgery, M.M.R., and clinics. Time for study. 
Ex-patients welcome. £150 for full residence. 
Applications to Group Secretary, Westwood 
Beverley, Yorkshire. 
EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ments for the 6 months period commencing Ist February, 1957. 
Cumberland Infirmary, Carlisie (330 Beds) 
1 HOUSE OFFICER (general medicine). 
2 HOUSE OFFICERS (general surgery). Recognised for 
F.R.C.S. examination. 
1 HOU SE OFFICER (gynecology with some obstetrics). 
ey A Maternity (65 Beds) and City General (188 Beds) 
os 


pitais, Carlisle 
1 HOU SE OFFICER (obstetrics and gynwcology). Recog 
registration purposes. 


nised for the D.Obst.R.C.O.G. examination. 

All the above posts are recognised for pre- 

Applications, stating age and giving details of education. 

training and experience, together with the names of 2 referees, 
— be sent to the Group Secretary, Cumberland Infirmary. 
Carlisle. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER required at above Hospital. Post recognised for 
F.R.C.S. purposes. 

Apply immediately, stating age, nationality, qualifications 
and experience, together with the names and addresses of 2 
referees, to Group Secretary, Edgware General Hospital. 
EDINBURGH. CITY HOSPITAL LABORATORY. 
JUNIOR HOSPITAL MEDICAL OFFICER (bacteriology ) 
required as Assistant to Bacteriologist at above Laboratory. 
Whitley Council salary and conditions of service. 

Applications, at an early date, with names of 2 referees, t« 

Secretary, Board’s Office, City Hospital, Greenbank-drive 
Edinburgh. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON (approved pre-registration, 
first or second post), vacant 2nd February, 1957. Duties with 
a General Surgical Unit. Post recognised by the Royal College 
of Surgeons. 6 months appointment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary,. Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital, The Ridgeway, Enfield 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required 5th 
February. Pre-registration post recognised for F.R.C 

Applications, stating age, qualifications and expe rie nee with 
copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 

EPSOM GROUP HOSPITAL MANAGEMENT COM- 


Hospital, 


MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for Whole-time REGISTRAR 
in Chest Medicine to the Epsom and Dorking Chest Clinics. 


Eumpodiate vacancy. Duties will include sessions at 1 or both 

inices. Additionally person appointed will be Registrar at 
Cheam Sanatorium where there are 53 Beds for the treatment 
of cases of pulmonary tuberculosis, and will have the day- 
to-day care of patients under the various Consultants concerned. 
Successful candidate will be required to live within easy access 
of Cheam Sanatorium. Applicants may visit Units by arrange- 
ment with Consultant Chest Physician. 

Application forms may be obtained from Group Secretary, 

Epsom District Hospital, Dorking-road, Epsom (send stamped 
addressed foolscap envelope), for completion and return within 
14 days. 
GQLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW, C.3. Applications are invited for the post 
of MEDICAL OFFICER (House Officer grading) to the Out- 
patient Department of the above Hospital, for the period lst 
February—3ist July, 1957. This post is non-resident. 

Applications to Medical Superintendent. 

GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN, 
YORKHILL, GLASGOW, C.3. Applications are invited for the posts 
of RESIDENT HOUSE SURGEON at the above Hospital, for 
the period Ist February—3lst July, 1957. 

Applications to Medical nape rintendent. 

GODALMING, § RE MILFORD CHEST HOS- 
PITAL. THORACIC MEDIC AL REGISTRAR required. All 
modern forms of treatment are carried ovt at the Hospital, 
including major thoracic surgery, a proportion of the beds 
— set aside for non-tuberculous thoracic surgery. 

Application forms from the Group Secretary, Group Office, 

King George V Hospital for Diseases of the Chest, Godalming, 
Surrey, to whom they should be returned not later than 19th 
January, 1957. 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) SENIOR HOUSE OFFICER for ophthalmology 
and neurology. Post is vacant on 24th January. Resident 
accommodation is available. It is tenable for 6 months and 
renewable. Whitley Council terms. Recognised for both 
F.R.C.S. and D.O. examinations. 

Ap ly as soon as possible, with copies of 3 testimonials, to 
Hospital Secretary. 

HASLEMERE AND DISTRICT HOSPITAL, Haslemere, 
SURREY. Locum Tenens SURGICAL REGISTRAR (general) 
required 14th-20th January, 1957, inclusive. 

Applications to Hospital Secretary. 
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HALIFAX. NORTHOWRAM HALL HOSPITAL. (108 
Beds.) SENIOR HOUSE OFFICER in Chest Diseases required. 
Duties include attendance at busy Chest Clinic at the Royal 
Halifax Infirmary and non-tuberculous chest ward work. This 
post offers excellent facilities for the study of chest diseases 
and experience is available with bronchoscopies and broncho- 
grams. Salary £745 p.a., with a deduction of £150 p.a. for board, 
residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 
Halifax Infirmary, Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. 
PHYSICIAN required in General Medicine. 
February, 1957. 

Apply to the Group Secretary, 
Halifax. . 
HAREFIELD HOSPITAL, Harefield, Middiesex. Applica- 
tions are invited for the pre-registration post of HOUSE 
SURGEON, vacant immediately. 

Applications, with copies of 2 testimonials, to the Medical 
Director of the Hospital. 
HAREFIELD HOSPITAL, Harefield, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR required at above Hospital. Previous experience 
in general medicine and in the treatment of tuberculosis essential. 
The Hospital has approximately 450 Beds for the treatment of 
tuberculosis in all its forms, a non-tuberculosis Thoracic Surgical 
Unit of 90 Beds, and 100 general medical and surgical beds. 

Application forms obtainable from, and returnable to, the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 19th January, 1957. 
HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (anesthetics) for duties 
ewithin the Group. Resident post, vacant late January, is 
recognised for F.F.A.R.C.S. and D.A. Salary £745 p.a. 

Apply to Group Secretary, 11, Holmesdaje-gardens, Hastings. 


House 
Post vacant Ist 


Royal Halifax Infirmary, 


HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 


(medical), which will become vacant on Ist February next. 
ak and conditions of service as laid down by the Ministry of 
ealth. 
Applications, stating age, qualifications, experience, nation- 


ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 


Beds.) . WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 
(surgical), which will become vacant on Ist February next. 
Salary and conditions of service as laid down by the Ministry 
of Health. 

Applications, stating age, qualifications, experience, nation- 

ality, with names and addresses of 3 referees, to the Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HERTFORD COUNTY HOSPITAL. (Hospital situated 
21 miles from London.) RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) with attachment to Pedia- 
trician and Ophthalmic Consultant. Salary £745 p.a., less 
£150 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence immediately. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 

HEXHAM GENERAL HOSPITAL. (309 Beds.) There are 
vacancies at the above Hospital for the following Pre-registration 
HOUSE SURGEONS : 

General surgery. 

Orthopeedics. 

Gynecology. 

The Hospital is recognised by the Royal College of Surgeons and 
the Royal College of Obstetricians and Gynecologists. 

Applications, with names and addresses of 2 referees, to be 
received by the undersigned as early as possible. 

W.. STOKELL, Group Secretary, 
Hexham and District Hospital Management Committee. 

General Hospital, Hexham, Northumberland. 

HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
Applications are invited for CASUALTY OFFICER (Resident) 
for duty with Accident Service and as Orthopedic House 
Surgeon. Recognised as pre-registration post and for F.R.C.S., 
and becomes vacant on 17th January, 1957. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, as »oon as 
possible. 
HORNCHURCH. ST. GEORGE’S HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER (resident) required from 
ist January, 1957, at this Hospital which accommodates 404 
chronic sick patients. The post offers excellent geriatric experi- 
ence. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. 


HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duties on 23rd January, 1957. 
The post is recognised as a pre-registration appointment and 
for the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 


MEMORIAL HOSPITAL. (163 





HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
—— , HOSPITAL. HOUSE SURGEON (pre-registration) 
required. 


Applications, giving full details and 2 names for reference 
should be sent to the Hospital Secretary as soon as possible. 
HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 
Resident Medical Officers.) Pre-registration SECOND HOUSE 
SURGEON AND CASUALTY OFFICER required 4th February. 
1957, for 6 months. Post is recognised for F.R.C.S. Salary 
£425-£525, less £125 p.a. for residentia] emolaments. 

Applications, stating age, qualifications, full details of experi- 

ence, together with names and addresses of 2 referees, to the 
Administrative Officer. 
HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (pre-registration post), resident, and tenable for 6 
months. This post includes gynecology, E.N.T., and general 
surgery. Vacant early February. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-streét. RESIDENT SENIOR HOUSE OFFICER required 
as from 18th February, 1957. The Officer appointed will super- 
vise the House staff, and also be in charge of the Casualty 
Department. Salary and emoluments according to national scale. 

Applications, with testimonials, should be sent to the Hospital 
Secretary. 

UNTINGDON COUNTY HOSPITAL. Applications are 

:vited for the post of HOUSE OFFICER (medical). Post 
-ecognised for pre-registration purposes. The selected candidate 
will be required to look after medical and peediatric cases and 
may be called upon to give emergency anesthetics. Post vacant 
early February. 

Apply, with full particulars and names of 2 
Secretary, County Hospital, Huntingdon. 
ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (surgical) required for major 
Thoracic Surgical Unit at the above Hospital. 

Applications, stating age, nationality, qualifications, 
experience, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING, IPSWICH. (274 Beds.) Applications invited for the 
post of HOUSE SURGEON (pre-registration) to Gene 
Surgeons. The post, vacant shortly, is recognised for the R.C.S. 
examinations. 

Applications, with full details and copies of recent testi- 

monials, to the Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING,’ IPSWICH. (274 Beds.) Applications invited for 
post of HOUSE PHYSICIAN (pre-registration), vacant 14th 
February, 1957. 

Applications, with full details, to the Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to 2 Consultant General Surgeons. The 
post is recognised for pre-registration and for the F.R.C.S. 
examinations. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. i i BAP Se 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) Applications are invited for the pre-registra- 
tion post of HOUSE SURGEON at the above Hospital. Post 
vacant shortly. ° 

Applications, with the names of 3 referees, to the Hospital 
Secretary. ae 
KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. REGISTRAR in Pathology required at Group Labora- 
tory, Kingston Hospital. Excellent experience and training in 
all branches. Non-resident but some emergency duties and 
residence may be arranged. 

Forms of application may be obtained from the Group 

Secretary, Kingston Group Hospital Management Committee, 
35, Coombe-road, Kingston, and these should be returned within 
14 days of the appearance of this advertisement. The Labora- 
tory may be visited on application to the Group Pathologist 
(Kingston 9844). a: 
KIRKCALDY. FORTH PARK MATERNITY HOSPITAL. 
(54 Beds.) RESIDENT HOUSE OFFICER required for duties, 
commencing Ist April, 1957. The post is recognised for pre- 
registration and as qualifying service for the D.Obst.R.C.O.G. 

Apply, with testimonials or the names of 2 referees, to the 

Medical Superintendent, East Fife Hospitals Board of Manage- 
ment, 243A, High-street, Kirkcaldy. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary appointment to the 
post of SENIOR HOUSE OFFICER in Radiology to take up 
duty as soon as possible for the period to 30th September, 
1957. 

Apply by 19th January, 1957, on form obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 1. 


LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary appointment to the 
post of SENIOR HOUSE OFFICER in Otorhinolaryngology 
(resident) to take up duty as soon as possible for the period 
to 30th September, 1957. 

Apply by 19th January, 1957, on form obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 1. a a 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary appointment to the 
post of ANAESTHETIC REGISTRAR to take up duty as soon 
as possible for the period to 30th September, 1957. The person 
appointed will be eligible to apply in the summer of 1957 for 
a further appointment for the year beginning Ist October, 1957. 

Apply by 19th January, 1957, on form obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 1. 


referees, to 


and 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for the following House Officer appoint- 
ments for the 6 months from Ist March, 1957 :— 
Liverpool Royal Infirmary 
HOUSE SURGEON, 
Royal Southern Hospital 
CASUALTY OFFICER. 
Liverpool Stanley Hospital! 
HOUSE SURGEON (gynecological). 
Royal Liverpool Children’s Hospital 

HOUSE SURGEON (City branch). 

HOUSE SURGEON (Heswall branch). 

HOUSE SURGEON (orthopeedics) (Professorial Unit). 

All appointments are open to pre-registration and to registered 
practitioners. 

Apply as soon as possible on form 
Secretary, 80, Rodney-street, Liverpool, 
LEEDS REGIONAL HOSPITAL BOARD. 
vacancies, 
ina sthetics 

Halifax Group (approximately 
alties. Resident. 

Chest Diseases 

Castle Hill Sanatorium, 
Resident. 

General Medicine 

Pontefract and Castleford Group (65 general medical beds). 
Married accommodation available. 

General and Plastic Surgery 

St. Luke's Hospital, Bradford (150 general surgical and 20 
plastic surgical beds). Preferably resident. 
Psychiatry 

Storthes Hall Hospital (2750 Beds). 
able for married person. 

If desired facilities for attendance at Leeds University will 
a Stan if the successful candidate is studying for the 

) N 
Radiotherapy 

Regional Radium Institute, 
resident. Unit provides a complete 
approximately 1,000,000 population. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, The Joint Registrars 
Committee, Park-parade, Harrogate, by llth January, 1957. 
LEEDS REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR vacancies. 
ineesthetics 

Bradford A and B Groups. Preferably resident, if accommoda- 
tion available at the time of the appointment. 

Child Psychiatry 

Person appointed will be under training at the Leeds University 
Department of Psychiatry and Associated Clinics, and will have 
experience at the Local Authority Child Guidance Department 
and at a Special School for Maladjusted Boys. 

Radiologu 

General Infirmary at Leeds (7 notional half-days per week) 
and the County Hospital, York (4 notional half-days per week ). 

Applications, stating age, qualifications, details of present and 
previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 18th January, 1957. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anesthetics, general medicine, 
general and orthopedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, 
municate with the Secretary, Joint Registrars 
Park-parade, Harrogate 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited for the pre-registration post of HOUSE 
SURGEON. The post is tenable for a period of 6 months from 
ist February, 1957, and can be followed by a pre-registration 
post of House Physician if desired. 

Applications, giving full particulars, should be addressed to— 

R. W. Howick, Group Secretary. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applica- 
tions are invited for the pre-registration post of HOUSE 
PHYSICIAN. The post is tenable for a period of 6 months from 
Ist February, 1957, and can be followed by a pre-registration 
post of House Surgeon if desired. 

Applications, giving full os —or should be addressed to— 

R. . Howick, Group Secretary. 
LOUTH, LINSOLNEHING. COUNTY HOSPITAL. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
OFFICER (surgical), which falls vacant 5th January next. 

Applications, giving full details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedtford- 
SHIRE. (250 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time SURGICAL REGISTRAR 
required early January Se A above Hospital. The post is 
recognised for F.R.C.S » Hospital may be visited by direct 
appointment 

Application forms obtainable from the Secretary, Luton and 
Hitchin Group Hospital Management Committee, St. Mary’s 
Hospital, Luton, Beds, and returnable as soon as possible. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bed- 
FORDSHIRE. SENIOR HOUSE OFFICER for Accident Service, 
including duties in the Hand Infection Unit, required Ist 
February, 1957. Post recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 rece nt testimoni: ils, to be 
sent to the Secretary by 23rdjJanuary, 1957. 


obtainable from the 


Registrar 


290 Beds) in the surgical speci- 


Cottingham, E. Yorks (220 Beds). 


Unfurnished flat avail- 


Bradford (50 Beds). Preferably 
Radiotherapy Service for 


should com- 
Committee, 
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WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
CASUALTY OFFICER (Senior House Officer). Recognised 
for F.R.C.S. Salary £745 a year, less £150 a year for board and 
lodging. Post vacant February, 1957. 

Applications to the Administrative Officer at the Hospital. 
MANCHESTER, 4 ANCOATS HOSPITAL. Applica- 
tions are invited for the resident post of 3E NIOR HOUSE 
OFFICER in Surgery. Recognised for F.R.C 

Applications, with names of 2 referees, - 14th January, 
1957, to Group Secretary, North Manchester Hospital Manage- 
ment Committee, Crumpsall Hospital, Manchester. 
MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgery ) 
to act as Assistant Resident Surgical Officer and for duties in 
the Fy epartme nt of Orthopedic Surgery. Recognised for 
F.R.C.S. Vacant 18th February, 1957. 

ta ications, with names of 2 referees, by 14th January, 1957, 
to Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, 8. 
MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the non- 
resident post of GROUP REGISTRAR in E.N.T. Surgery. 
Recognised for D.L.O. Vacant Ist March, 1957. 

Applications, with names of 2 referees, by 14th January, 
1957, to Group Secretary, Crumpsall Hospital, Manchester. 
MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of REGISTRAR in the Department of Pathology. The Depart- 
ment serves 4 general hospitals and offers excellent facilities 
in all branches of pathology. The post is recognised for the 
Dison in Pathology. 

Applications, with names of 2 referees, by 14th January, 
to “Group Secretary, ( ‘rumpsall Hospital, Manchester. 
MANCHESTER REGIONAL HOSPITAL BOARD. Resi- 
DENT SURGICAL’ REGISTRAR required beginning of 
February, 1957, in the Blackburn and District Group with duties 
mainly at Queen’s Park Hospital, Blackburn (640 mainly general 


MAIDSTONE. 





1957, 


beds). Post recognised for F.R.C.S. 

Application forms obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 
Blackburn, Lancs. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 


MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. RESIDENT 
CASUALTY OFFICER (Registrar or Senior House Officer 
grade) to commence as soon as possible. Whole-time post for 
12 months. Surgical experience essential. Residence £170 or 
£150 p.a. 
Application form obtainable from the 
returned not later than 19th January, 1957 
G. H. TAYLOR, Secretary. 
MID GLAMORGAN HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following vacancies : 
Neath General Hospital, Neath (412 Beds) 
HOUSE SURGEON (obstetrics and gynecology ). 
Bridgend General Hospital, Quarella-road, Bridgend 
(381 Beds) 
HOUSE SURGEON (obstetrics and gynecology ). 
Both hospitals are recognised for the M.R.C.O.G. 
Applications, naming 2 referees, to be addressed to the 
Secretary of the Committee, 8, W ind-street, Neath. 
MID GLAMORGAN HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following medical 
staff vacancies : 
Neath General Hospital, Neath (412 Beds) 
SENIOR HOUSE OFFICER (surgery). 
Port Talbot General Hospital, Hospital-road, Port 
Talbot (85 Beds) 
SENIOR HOUSE OFFICER. 
Appointment available Ist February, 1957. 
Neath (seneral Hospital is recognised for the F.R.C. 
Applications, naming 2 referees, to be pa het to the 
Group Seeretary of the Committee, 8, Wind-street, Neath. 


NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER, duties to commence 
on 13th January, 1957. Salary and conditions of service in 
accordance with Ministry regulations. A furnished flat is 
available for married candidates, if required. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 


undersigned, to be 


Group 


NOTTINGHAM GENERAL HOSPITAL. Application 
are invited for the post of SENIOR HOUSE OFFICER 
(casualty), duties to commence 3lst January, 1957. Establish- 


ment 3. Recognised for F.R.C.S. Post offers wide experience of 


casualty work. 


Applications, stating age, nationality, qualifications, and 


experience, together with copies of testimonials, to be sent to 
Secretary, General Hospital, Nottingham. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 


TRAR ANAESTHETIST (whole-time) Newcastle Group of 
hospitals. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Newcastle Regional 
Hospital Board, Benfield-road, Newcastle upon Tyne, 6, within 
14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR PSYCHIATRIST (whole-time), resident, at St. Luke's 
Hospital, Middlesbrough. Single or married, furnished or 
unfurnished accommodation available. Arrangements can be 
made for the appointee to take the necessary courses of study 
for the University of Durham D.P.M. 

Applications, with names and addresses of 3 referees, to 
Regional Psychiatrist, Regional Hospital Board, Benfield-road, 
Newcastle upon Tyne, 6, within 7 days. 
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NEWCASTLE. THE UNITED NEWCASTLE UPON ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
TYNE HOSPITALS. DEPARTMENT OF BACTERIOLOGY. An Beds.) SENIOR HOUSE OFFICER (neurosurgery) required 


ASSISTANT (medical qualification an advantage) is required 
to participate in a bacteriological investigation of hospital cross- 
infection including the problem of antibiotic resistance. The 
terms and conditions of service are those appertaining to the 
National Health Service, tenure of the post being limited to 
1 year in the first instance. The status and salary of the person 
appointed will be adjusted according to the qualifications held 
and previous experience. 

Applications, giving full details and the names and addresses 
of 2 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

A. . SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time PSYCHIATRIC REGISTRAR (non- 
resident), required for the Hertfordshire Child Guidance Service. 
This Service undertakes the investigation and treatment of a 
very wide range of problems in patients whose ages range from 
infancy to late adolescence. Previous psychiatric experience 


necessary. Headquarters may be visited by direct appointment 
with the Medical Director of the Clinic, Hill End, St. Albans. 
(telephone : St. Albans 55555). 

Application forms obtainable from, and returnable to, 


Secretary, Mid 
Bleak House, 
1957. 
OXFORD. UNITED OXFORD HOSPITALS. The Radcliffe 
INFIRMARY, OXFORD. HOUSE PHYSICIAN required to the 
Nuffield Professor of Medicine at the Radcliffe Infirmary, for 6 
months from Ist February, 1957. This post is recognised for 
pre-registration. 

Applications, with names of 2 referees, to the Administrator, 
Radciiffe Infirmary, Oxford, by 17th January, 1957. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSP ee. 

-NIOR HOUSE OFFICER in Surgery, vacant Ist February, 

7. Recognised for the F.R.C.S. Greenbank Road Section. 
HOUSE SURGEON (pre-re istration post), vacant imme- 
diately. Reeognised for the F.R.C.S. Freedom Fields Section. 

HOUSE OFFICER in Obstetrics, vacant 14th March, 1957. 


Herts Group Hospital, 
Catherine-street, St. 


Management Committee, 
Albans, by 19th Jannary, 





19: 


Alexandra Maternity Home, Devonport. 
Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 


to be sent to Deputy Group Secretary, 
and East Cornwall General Hospital Group. 
Stoke, Plymouth. 

PONTEFRACT GENERAL INFIRMARY. House Surgeon 
required. Thisisan approved pre-registration post under Medical 
Act, 1950, but applications will be considered from fully registered 
practitioners. Hospital approved under F.R.C.S. regulations 
and provides excellent surgical] experience. 

Apply to the Secretary, Pontefract and Castleford Hospital 

Management Committee, Great Northern House, Salter-row, 
Pontefract, as soon as possible. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment, vacant 
on Ist March, 1957, of REGISTRAR in the Chest Services of the 
Group for duties at the Portsmouth Chest Clinic and tuberculosis 
and non-tuberculosis beds at the Infectious Diseases Hospital 
and Saint Mary’s Hospital, Portsmouth, including experience 
with a major Thoracic Surgery Unit. 

Forms of application may be obtained from 
Secretary, Saint Mary’s Hospital, Milton, 
should be returned to him, duly completed, on or before 14th 
January, 1957. Candidates may visit the above Clinic and 
Hospital by arrangement with the Group Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

Royal Portsmouth Hospital 


Plymouth, South Devon 
7, Nelson-gardens, 


the Group 
Portsmouth, which 


HOUSE PHYSICIAN (pre-registration), 65 medical beds, 
vacant now. 
HOUSE OFFICER (pediatric and medical), 30 Beds. Pre- 


registration. Vacant 16th January. 
Saint Mary’s Hospital 

HOUSE PHYSICIANS (pre-registration ), He medical Rods. 
1 vacant 30th January, 1957 ; 2 vacant 3lst January, 195 

HOUSE SURGEONS (pre-registration), 130 surgical ‘te ds. 
2 vacant 23rd January, 1957 ; 1 vacant 3lst January, 1957 ; 
1 vacant Ist February, 1957. 

Applications, stating age, 
together with the names of 2 referees, 
soon as possible to E. H. Hurst. 

St. Mary’s Hospital, Milton-road, Portsmouth. 
ROCHDALE GROUP OF HOSPITALS invites appli- 
cations from newly qualified medical practitioners for 1 year 
rotating PRE-REGISTRATION posts. The first 6 months will 
be spent as House Surgeons in the Rochdale Infirmary (2 months 
casualty, 4 months general surgery) and the second 6 months as 
House Physicians or Obstetric and Gynecological House 
Surgeons. 

Immediate application to Group Secretary, 

Birch Hill Hospital, Rochdale. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds. ) RESIDENT HOUSE OFFICER (general surgery) 
required from 25th January, 1957. Post is recognised for pre- 
registration purposes and for F.R.C.S. 

Applications should be forwarded immediately to Medical 
Superintendent stating also names of 2 referees. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required from 17th 
Jannary, 1957. Post not approved for pre-registration purposes. 

Applications should be forwarded immediately to the Secre- 
tary, Romford Group Hospital Management Committee, Old- 
church Hospital, Romford. 


qualifications, 
forwarded as 


experience and 
should be 


Central Offices, 








Suitable for candidates seeking higher 
Recognised for the F.R.C.S. 


from 18th January, 1957. 
medical or surgical qualifications. 
(Eng.). 

Apply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER (Area Accident and 
Orthopedic Department), vacant immediately. Recognised 
for F.R.C.S. Duties including work in area Casualty Depart- 
ment at Battle Hospital, Reading (300 Beds). Person appointed 
will work with Registrar and House Officers. 

Apply, stating nationality, present post and qualifications 
with dates, together with names of 2 referees, to Group Secretary, 
3, Craven-road, Reading. 

SALISBURY GENERAL HOSPITAL. Locum Registrar 
in Medicine required from 7th January to 15th March, 1957. 

Applications, naming 2 referees, to Group Secretary, Salisbury 
Group Hospital Management Committee, Odstock Hospital, 
Salisbury. 

SALISBURY, WILTSHIRE. 
PITAL (Mental). KNOWLE HOSPITAL MANAGEMENT COMMITTEE. 
fppmootsens are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER at above Hospital. All forms of modern 
treatme 7 are undertaken and previous psychiatric experience 
is not essential. Single residential accommodation is available, 
but officers who so desire, may live outside the Hospital. Terms 
and conditions of service as approved for hospital medical staff 
aes in the National Health Service. Salary £775-£50 

£1075 

Applications should be sent without delay to the Physician- 
Superintendent, Knowle Hospital, Fareham, Hants. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited from medical practi- 
tioners for the full-time post of SENIOR REGISTRAR in 
Medical Peediatrics at the Royal Hospital for Sick Children, 
Aberdeen. Experience in the specialty is required and a higher 
qualification will be an advantage. 

Applications, together with the names and addresses of 2 
persons to whom reference may be made, should be forwarded 
by 10th January, 1957, to the Secretary, 1, Albyn-place, 
Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in the Regional Pool of Anssthe- 
tists based on the Royal Infirmary of Edinburgh. The successful 
candidate will be seconded for periods of duty in peripheral 
hospitals, details of which may be obtained on application. 

Apply, stating age, qualifications and previous experience 
and the names of 2 referees, to the Secretary, 11, Drumsheugh- 


THE OLD MANOR HOS- 





gardens, Edinburgh, 3, by 26th January, 1957. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR at Bangour Mental Hospital, 


Broxburn, West Lothian. During the tenure of the post oppor- 
tunities for interchange of duty and training at other centres 
in the Region may be available under the joint training scheme 
of the South-Eastern Regional Hospital Board and the Depart- 
ment of Psychological Medicine of the University of Edinburgh. 

Apply, giving particulars of age, qualifications and previous 
: xperience, together with the names of 2 referees, to the Secre- 


tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 26th January, 
1957. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Orthopedics. Applications are invited for the post of 


SENIOR REGISTRAR in the Regional Orthopedic Service 
based on Dundee Royal Infirmary (534 Beds—50 fracture and 
orthopeedic) which is a Teaching Hospital and Bridge of Earn 
Hospital, Perthshire (806 Beds—280 fracture and orthopedic). 
Higher surgical qualification and previous experience essential. 

Further particulars and forms of application from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 19th January, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments 
which will be for 1 year in the first instance : 

REGISTRAR in General and Orthopedic 

Dumfries and Galloway Royal Infirmary. 

REGISTRAR in Ophthalmology based at the Glasgow Eye 

Infirmary. 

These appointments are subject to the Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, by 19th January, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
whic 3 will be for 1 year in the first instance :- 

NIOR REGISTRAR in Medicine based at Stobhill Hos 
pital, Glasgow, for duties at the Western District Hospital. 

SENIOR mage inom in Radiotherapy based at the Western 

Infirmary. Glasgow. 

REGISTRAR in Surgery based at Law Hospital, Carluke. 
These appointments are subject to the National Health Service 
(Scotland) supe rannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present ap pointme nt, and the names of 3 referees, to 
reach the Secretary, We _; rn Regional — Board, 64, West 
Regent-street, Glasgow, C.2, by 26th January, 1957. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) RESIDENT HOUSE SURGEON required 
beginning February. Pre-registration candidates eligible. 
Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


Surgery based at 


National 
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SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for the F.R.C.S. examination.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 


CASUALTY REGISTRAR required. The successful candidate 
to reside at the Hospital when on duty (including “ on call ”’ 
duty). Appointment for 1 year in the first instance. 


Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 14th January, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for Final Fellowship examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 


TRAR (thoracic surgery) required. Appointment for 1 year 
in first instance. General Hospital with Regional Department 
of Cardiology. Thoracic Surgical Unit deals with tuberculosis 
and non-tuberculosis cases. Previous thoracic surgical experi- 
ence desirable. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Fulwood-road, Sheffield, by 14th January, 1957, giving 
nationality, qualifications, present and previous 
ments with dates, naming 3 referees. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts : 

(a) REGISTRAR in Clinical Pathology. The successful 
candidate may be required to work in any of the laboratories 
of the United Sheffield Hospitals. 

Closing date for applications 19th January, 

(b) Royal Infirmary Unit 

REGISTRAR or SENIOR HOUSE OFFICER in General 
Medicine. Grade according to qualifications and experience. 
Post vacant 22nd March, 1957. The post may be held as resident 
or non-resident. 

Closing date for applications 16th January, 

(¢) Royal Hospital Un 

REGISTRAR in General Surgery, 
Department. Post vacant 14th Fe ty nt 1957. 

Closing date for applications 16th January, 1957. 

Applications for the above posts should state age, qualifica- 

tions and experience, with the names of 3 referees, and be sent 
to the Chief Administrative Officer, The United Sheffield Hos- 
pitals, West-street, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR REGISTRAR in General Medicine 
required. Initial tenure at Leicester Royal Infirmary (492 
Beds). Appointment for 1 year in first instance and renewable 
thereafter annually. Incumbent will be transferred to the 
Teaching Hospitals for the second phase of the appointment 
in accordance with arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer to the Teaching 
Hospitals will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by 2ist January, 1957. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 


Old 
age, 
appoint- 


1957. 


1957. 


with duties in the Urological 


BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR REGISTRAR in General Medicine 
required. Initial tenure at Derbyshire Royal Infirmary (416 
Beds) Appointment for 1 year in first instance and renewable 


thereafter annually. Incumbent will be transferred to the 
Teaching Hospitals for the second phase of the appointment 
in accordance with arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer to the Teaching 
Hospitals will be subject to satisfactory work and progress. 
Further details and oor of application from the Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10 Forms to be returned 
by 2ist January, 1957 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR REGISTRAR in Anesthetics required 
Initialtenure at Nottingham City Hospital! (811 Beds) Appoint - 


ment for 1 year in first instance and renewable thereafter 
annually. Incumbent will be transferred to the Teaching Hos 
pitals for the second phase of the appointment in accordance 
with arrangements under the Reciprocal Training Scheme. 


Renewal of appointment and transfer to the Teaching Hospitals 
will be subject to satisfactory work and progress 
Further details and form of application from the Senior 
Administrative Medic al Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by Zist Jannary, 1957 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
CHILDREN'S HOSPITAL UNIT Applications invited for the non- 
resident post of SENIOR R EGISTRAR in Pediatrics at the 
above Hospital. 
Applications, 
the names of 3 


stating age, qualifications and experience, with 
referees, should be sent not later than 16th 
January, 1957, to the Chief Administrative Officer, The United 
Sheftield Hospitals, West-street, Sheffield, 1. 

SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Resident 


SENIOR HOUSE OFFICER gg cay! required to com- 
mence duty early February, 1957. Salary £745, less £150 p.a. 
for residential emoluments. The post is rec canine d for the D.A. 


lcations and 
2 referees, 


Applications, stating nationale, age, qualif 
experience, together with the names and addresses of 
should be sent to the Secretary. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 
ophthalmology) required. Recognised F.R.C.S. and D.O. 


Applications to Management 


Committee, Princes-road, 


Hospital 


Group Secretary, 
Stoke-on-Trent. 
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STOKE-ON-TRENT HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT ASSISTANT CLINICAL PATHOLOGIST 
to the Stoke-on-Trent Group of hospitals, vacant shortly. 
Single accommodation at North Staffordshire Royal Infirmary. 
The post is Junior Hospital Medical Officer status, but applicants 
with less than 2 years qualification period will be considered 
in the grade of “Senior House Officer. Exceptional experience 
in hospital laboratory work. Recognised for D.C.P. and Diploma 
in Pathology. 

Detailed applications, with particulars of previous appoint- 
ments held (2 testimonials), to Group Secretary, Hospital 
Management Committee, Princes-road, Stoke-on-Trent, as 
soon as possible. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum MEDIC AL REGISTRAR required 14th January 
2nd February. 

Applications, with names of 2 referees, to Secretary. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD, Psychiatric Registrars Training Scheme. Applica- 
tions are invited for the appointment of REGISTRAR for 
6 months periods at the Hospitals Knowle, Fareham ; Coldeast, 
Sarisbury, near Southampton; St. James’, Portsmouth ; 
and Moorgreen, Southampton, in succession. These appoint - 
ments afford wide experience in the treatment of all forms of 
nervous and mental disorder, including cases admitted to the 
Observation Ward at Moorgreen Hospital, and in mental 
deficiency. In addition there are special opportunities for experi- 
ence in the Department of Child Psychiatry (inpatients and out- 
patients), in electro-enc ephalography and in neurology at 
St. James’ Hospital. Salary, &c., in accordance with the agreed 
terms and conditions of service for hospital medical staff. 
For residents appropriate charges are made for full residential 
amenities. Candidates may visit the hospitals by appointment 
with the Phy sicians-Superintendent. 

Application forms may be obtained from the Group Secretary, 
Knowle Hospital, Fareham, Hants, to whom 5 copies should be 
sent within 2 weeks of the appearance of this advertisement. 
ST. ALBANS (near). SHENLEY HOSPITAL. Appli- 
cations are invited for the post of PSYCHIATRIC REGISTR PAR 
(resident or non-resident), for 1 year in the first instance, at 


Shenley Hospital, 2360 Beds (16 miles from London). Oppee. 
tunity for work with neurotic and psychotic patients 
facilities for training. The Hospital may be visited by 


appointment. 
Application forms obtainable from, and returnable to, Secre- 


7, Shenley Hospital, near St. Albans, Herts, by 3rd February, 
195 

ST. ALBANS, HERTFORDSHIRE. HARPERBURY 
HOSPITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR required at above Hospital. This is a 


modern hospital where 1729 mental defectives of all ‘types and 
ages are under care. Approved for D.P.M. Hospital may be 
visited by direct appointment. 

Application forms obtainable from, 
Secretary, Hospital Management 
Hospital, St. Albans, Herts. 


and returnable to, Group 
Committee, Harperbury 


STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) HOUSE 
SURGEON (pre-registration post), vacant immediately. 


At end of term of service the successful applicant will be con- 
sidered for appointment to a pre-registration post of House 
Physician if he or she has not held such an appointment. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

STOCKPORT. CHERRY TREE HOSPITAL. (Isolation 

96 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER. 

Applications, stating age, experience and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 598, Shaw-heath, Stockport. 


SULLY HOSPITAL, Sully, Penarth, Glamorganshire. 
(Thoracic Centre—324 Beds.) SENIOR HOUSE OFFICER 
(medical), required commencing 14th January, 1957. Experience 


available in investigation and treatment of all lung and heart 
diseases in adults and children. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
SUNDERLAND AREA HOSPITAL MANAGEMENT 


COMMITTEE. RESIDENT ANAESTHETIST is required for 
duties at hospitals in the above Group. Senior House Officer 
grade Post vacant now. ‘he post offers good practical 
experience under the supervision of the visiting Anesthetists. 


The hospitals are recognised for the F.F.A.R.C.S. and the D.A. 
In addition every opportunity is given to attend lectures at the 
neighbouring University 12 miles away. 


Apply to the Group Secretary, Sunderland Area Hospital 
Management Committee, General Hospita], Sunderland, naming 
2 referees. 


SALFORD ROYAL HOSPITAL. (257 Beds—Acute 


general.) SALFORD HOSPITAL MANAGEMENT COMMITTEK. Appli- 
eations are invited for the pre-registration post of HOUSE 
OFFICER in the Casualty Department at the above Hospital. 


Vacant January, 1957. 


Applications, with copies of 2 recent testimonials, should be 


addressed to he Secretary, Salford Royal Hospital, Chapel- 
street, Salford, ‘ 
SWANSEA HOSPITAL Swansea. (403 Beds.) Glantawe 





Registered medical practi- 
invited to apply for the Locum appointment of 
RESIDENT ANASTHETIST (Senior House Officer grade) 
at the above Hospital. The Hospital is recognised under the 
D.A. and F.F.A.R.C.S. regulations. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be forwarded 
to the Hospital Secretary. A JONES, Group Secretary. 


HOSPITAL MANAGEMENT COMMITTEE. 


tioners are 
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SWANSEA HOSPITAL, Swansea. (430 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of Pre-registration HOUSE OFFICER in the 
Surgical Unit of the above Hospital. Post vacant on Ist 
February, 1957 

Applic ations with full particulars should be addressed to the 
Hospital Secretary. T. E. Jones, Group Secretary. 
TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (surgical), Male or Female, 
required ge pe middle January, 1957. Post recognised 
for F.R.C.S. and pre-registration purposes. There is a comple- 
ment of 6 Resident House Officers. 

Applications, stating qualifications, nationality, and 
together with copy testimonials (quoting reference F "955/743 
to the Group Secretary, Torquay District Hospital Management 
Committee, Torbay Hospital, Torquay, S. Devon. 

TORQUAY. TORBAY HOSPITAL. Resident Casualty 
OFFICER (Senior House Officer status) required. There is a 
complement of 6 Resident House Officers 

Applications, as soon as possible (quoting Ref. F.955/76), 
stating qualifications, nationality, age, with copy testimonials 
to the Group Secretary, Torquay District Hospital Management 
Committee, Torbay Hospital, Torquay, S. Devon. 

WARWICK (near), KING EDWARD VII MEMORIAL 
CHEST HOSPITAL, HERTFORD HILL, near WARWICK. JUNIOR 
HOSPITAL MEDICAL OFFICER (resident). Applications are 
invited for this appointment in a modern Thoracic Surgical 
Unit. All forms of major and minor thoracic surgery under- 
taken. Post offers wide general training in non-tuberculosis and 
tuberculosis surgery. Facilities available for postgraduate study. 
Previous experience in specialty is not essential. 

; Applications to Group Secretary, 50, Holly-walk, Leamington 
Spa. 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) ORTHOPASDIC HOUSE SURGEON 
(with certain casualty duties) required. Post recognised for 
F.R.C.S.(Eng.) examination. Intermediate or Senior post, 
depending on experience, for Orthopeedic Unit (30 Beds). The 
Orthopeedic Service is in charge of a Consultant and Registrar 
closely associated with a Postgraduate Teaching Hospital. 

Applications, with copies of 2 testimonials, to the 

Administrator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) Applications are invited for the post of 
HOUSE PHYSICIAN (pre-registration post). Salary according 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 
Administrator. 

WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) Applications are invited for the post 
of HOUSE SURGEON at the above a This is a pre- 
registration post and is recognised for F.R.¢ Salary according 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 

Administrator. 
WELSH REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR (E.N.T. surgery), based Royal Gwent Hospital, 
Newport, Mon, with visits to other hospitals in area. Recognised 
F.R.C.S. Non-resident. Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WEST BROMWICH. HALLAM HOSPITAL. (450 Beds.) 
WEST BROMWICH AND DISTRICT HOSPITALS GROUP. HOUSE 
SURGEON, vacant immediately. Pre-registration. 

Applications, with 3 recent testimonials, to the Medical 

Secretary at the above address. 
WORTHING GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. REGISTRAR in Thoracic Medicine (non-resident) to 
the Chest Department, Worthing General Hospital ; Southlands 
General Hospital, Shoreham (outpatient and inpatient duties for 
general chest work); and Bognor Sanatorium (tuberculosis 
inpatient work). Previous experience in general and thoracic 
medicine required. Car necessary. 

Applications immediately. Forms from Group Secretary, 129, 

Brighton-road, Worthing. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing, 
SUSSEX. Applications are invited for the post of RESIDENT 
SURGICAL OFFICER (Registrar grade) at the above Hospital, 
vacant 31st March, 1957. The post is recognised under the 
revised Fellowship regulations for the F.R.C.S. examination, 
but preference will be given to candidates holding the F.R.C.S. 
qualification. 

Forms of application are available from the undersigned. 

. OAKTON, Group Secretary, 
Worthing Group Hospital Management ‘ommitte eC. 

129, Brighton-road, Worthing, Sussex. 

WREXHAM (near). TREVALYN MANOR MATERNITY 
HOSPITAL, ROSSETT, near WREXHAM. (47 Beds.) Applications 
are invited for the post of HOUSE SURGEON at the above 
Hospital, to commence duties on Ist February, 1957. The 
Hospital is recognised by Central Midwives Board as a Part I! 
Midwifery Training School and deals with normal] and abnormal 
midwifery. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of PACDIATRIC 
HOUSE PHYSICIAN at the above Hospital, to commence 
Ist February, 1957. The appointment is recognised for the 
D.C.H. and for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon as 
possible. 








WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence duties on Ist 
February, 1957. The appointment is recognised for the Diploma 
of pa R.C.S. (Eng. and Edin.) and is a pre-registration post. 
pplications, stating age, nationality, ng a my and 
oil ence, with copies of 2 recent testimonials, to be sent to 
the Group Secretary, Maelor General Hospital, Wrexham, as 
soon as possible. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the post of HOUSE SURGEON 
at the above Hospital, to commence duties on Ist fotwt 4 
1957. The appointment is recognised for the Diploma of F.R.C. 
(Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible 
WOLVERHAMPTON GROUP. The Royal Hospital. 
JUNIOR PATHOLOGIST required. Salary in Junior Hospita) 
Medical Officer grade. Comprehensive service offering wide 
experience and training. Post vacant shortly. Candidates may 
visit Pathologist. 

Applications to Group Secretary, The Royal Hospital, 

Wolverhampton. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) SENIOR HOUSE OFFICER Fw YT ee Post 
vacant shortly. Recognised for D.A. and F.F.A.R.C 

Apply Secretary with copies of testimonials. 
WOLVERHAMPTON. THE a HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) Pre-registration HOUSE OFFICERS. 

Vacancies in Surgery occur shortly. 

Applications, with copies of testimonials, to the Secretary. 
WESTON-SUPER-MARE GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer grade) required 
Ist February, 1957, for the above Hospital. The appointment is 
recognised for F.R.C.S. examinations. 

Applications, stating age, qualifications, and experience, 

together with the names and addresses of 2 referees, should be 
addressed to the Group Secretary, Weston-super-Mare Hospital 
Management Committee. 
NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.8.A. PSYCHIATRY RESIDENCIES available in 655-Bed 
University-teaching General Hospita] with 60-Bed acute treat- 
ment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adults, shock therapies, and neurologic training. 
Salary range $3000-— $4000 annually 

Address inquiries to Medical anoster. 

NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by the American College of Surgeons 
and American _~ al Association for Interneship and Residency 
training. Only graduates from approved university schools 
accepted. INTERNE ESHIPS available for the 1 year term com- 
mencing Ist July, 1957. Stipend is $200 per month plus complete 
maintenance. Passage back to England paid by Hospital after 
completion of 12-month Interneship. 

Apply Superintendent. 

U.S.A. AMERICAN INTERNSHIP. ag ing Internship 
general hospital, A.M.A. approved, 250 Beds. Municipal Reasteal 
in city adjoining Boston, Massachusetts. Salary $137.50 per 
month, including room and ‘board. Excellent living-quarters. 

Replies to Dr. JosepH P. LEONE, Director, Quincy City 
Hospital, 114, Whitwell-street, Quincy 69, Massachusetts, U.S.A. 
U.S.A. ELMHURST GENERAL HOSPITAL, Eimhurst, 
NEW YORK, U.S.A. (960 Bed general municipal hospital, formerly, 
New York City Hospital.) Approved by the Joint Commission 
on Accreditation of Hospitals. Also approved by the American 
College of Surgeons and American Medical Association for 
Interneship and Residency training. Only graduates from 
approved university schools accepted. Several openings in 
Rotating and Straight INTERNESHIPS and a few first and 
second year RESIDE NC IES are available for the term com- 
mencing Ist July, 1957. Stipend for Internes is $855 per year 
plus complete mainte nance 

Apply to Chairman of Interne and Resident Committee. 
U.S.A. PITTSFIELD GENERAL HOSPITAL, Pittsfield, 
MASS., U.S.A. RESIDENT in Pathology. 200-Bed hospital 
with well-equipped laboratory in beautiful, congenial part of 
New England. Summer and winter sports. English Pathologist. 
Medical school appointment available. Salary $300 monthly. 
Passage paid. 

Apply air-mail Dr. W. BEAauTYMAN, Pathologist. 


Public Appointments 


COVENTRY CORPORATION HEALTH DEPARTMENT 
require immediately Temporary ASSISTANT MEDICAL 
OFFICER for approximately 3 months. Combined maternity 
and child welfare/school health work. Salary £1050 p.a. 

Apply Medical Officer of Health, New Council Offices, Coven- 
try, within 1 week. 
NORTH RIDING. Applications are invited for appoint- 
ment as SCHOOL MEDICAL OFFICER (Men or Women). The 
possession of a D.P.H. or D.C.H. will be an advantage. Salary in 
accordance with Whitley Council scale of £1050—£50—-£1200-£55—- 
£1475 p.a. Previous experience will be taken into consideration, 
and car and subsistence allowance will be paid according to the 
County scale. Appointment is subject to the appropriate super- 
annuation act and to the passing of a medical examination. 

For form of oem ation apply to 

. BARRACLOUGH, County Hall, Northallerton. 
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GOVERNMENT OF WESTERN NIGERIA. Male Medical 
OFFICERS required for general medical work including minor 
and emergency surgery in small country hospitals and general 
health work including the supervision of rural schools, maternity 
and child welfare clinics. 

Appointment may be made : 

(a) From the National Health Service, candidates retaining 
superannuation rights up to 6 years. Salary scale £1086—-£1950 
ayear. A gratuity (taxable) of 20 % of aggregate salary is payable 
on completion of appointment, or 

(6) On short-term contract (2 tours each of 18-24 months 
duration). Salary scale £1170-—£2118 a year. A gratuity (taxable) 
at the rate of £37 10s. for each completed period of 3 months 
service (including leave) payable on satisfactory completion of 
appointment. 

n addition, officers receive supplementary pay of £120 a year. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible : generous home leave granted after each tour 
of 18-24 months. Free return passages for Officer, wife, and 
children (up to 3). 

Application forms from Director of Reeruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD. 117/410/018). 


HER MAJESTY’S OVERSEA SERVICE. Kenya. Medical 
OFFICERS with qualifications registrable in United Kingdom 
required for general duties. Successful candidates may be posted 
to any station in Kenya. During earlier years of service an officer 
will be expected to carry out general medical and surgical duties 
including varying amount of public-health administration. In 
most stations, even if remote from the larger towns, it is possible 
to maintain interest in any particular branch of medicine or 
surgery, to which the officer is attracted. The work of every 
medical officer is based on a hospital which may vary in size 
and facilities from small district hospital, meeting needs of 
comparatively primitive community, to large and modern pro- 
vincial hospital. Appointments can be made on permanent 
basis with pension (non-contributory), or on short-term contract 
with gratuity (taxable) payable on satisfactory completion of 
service. Normal retiring age is 55. Salary ranges from £1284 
to £2115 a year, starting point determined by experience. 
4 extra, increments given to successful candidates possessing the 
F.R.C.S., M.R.C.P., D.P.H., or other approved higher qualifica- 
tions. P ermanent Medical Officers are eligible to be considered 
at any time for promotion to super-scale posts in Kenya and 
other territories in medical administrations or, if they possess 
higher qualification and suitable experience, in specialist posts. 

uarters at rental varying from £30 to £78 a year according to 
size and type, and furniture at rate varying from £15 to £36 a 
year. Free passages in both directions for Officer and wife and 
up to cost of 1 adult fare for children. Taxation at local rates. 
Annual local leave permissible and generous home leave granted 
after each tour of from 24 to 45 months. Educational facilities 


available. 
Application forms from Director of Recruitment, Colonial 
Office, Great Smith-street, London, S.W.1 (quoting No. BCD. 


117/7/02) 

LINCOLN. COUNTY OF LINCOLN. Parts of Holland. 
Appointment of DISTRICT MEDICAL OFFICE : OF HE pus H 
AND ASSISTANT COUNTY MEDICAL JFFICER OF 
HEALTH. Applications are invited from pe sions qualified in 
accordance with the Sanitary Officers (Outside London) Regula- 
tions, 1935 and 1951, for the full-time joint appointment of :— 

(a — Officer of Health for the Rural District of East 

le oO, 

(b) Medical 

Spalding. 
(c) Medical 
Spalding. 

(d) Assistant County Medical Officer of Health. 

The salary will be determined at the time of the appointment 
according to qualifications and experience on a scale to commence 
between £1696 2s. 8d. and £1852 10s. 0d. p.a., rising to not 
less than £2001 0s. 4d. A travelling allowance will be paid on 
the approved scale. 

Application forms with particulars of the appointment may 
be obtained from the County Medical Officer of Health, County 
Hall, Boston, to whom they should be returned by 14th January, 
1957. A. H. Water, Clerk of the County Council. 


SURREY COUNTY COUNCIL. Appointment of Assistant 
MEDICAL OFFICER. a vations are invited from ¢ andidates 


Officer of Health for the Rural District of 


Officer of Health for the Urban District of 





NORFOLK. COUNTY OF NORFOLK. The Norfolk 
County Council and the County District Councils concerned 
invite applications from registered medical practitioners holding 
the Diploma in Public Health for the whole-time appointment 
of ASSISTANT COUNTY MEDICAL OFFICER AND DIS- 
TRICT MEDICAL OFFICER OF HEALTH for Area No. 7 
comprising Downham Market Urban District, Downham Rural 
District and Marshland Rural District, with a total population 
of approximately 43,000. The person appointed will be employed 
for seven-elevenths of his time as Assistant County Medical 
Officer and four-elevenths as District Medical Officer of Health. 
He will act as an Assistant County Medical Officer under the 
direction of the County Medical Officer and as District Medical 
Officer of Health he will be subject to the instructions of the 
District Councils concerned. The combined salary scale will 
be £1646 rising to a maximum of £1917 p.a. Travelling and 
subsistence expenses will be paid in accordance with the County 
Council's scales. 

Application forms, together with further particulars of the 
appointment, can be obtained from the County Medical Officer, 
29, Thorpe-road, Norwich, to whom completed application 
forms should be returned not later than 21st January, 1957. 


General Practice 
For an Executive Council post (England and Wales) opel on form E.C.16a 
obtainable from the council. Mark envelope *’ Vacancy." 


GOOLE. Applications are invited for a Vacancy at Goole 
(urban). List at present 3043. Residence and surgery for sale. 
Apply on Form E.C.16a to the undersigned not later than 
19th January, 1957. Further particulars available to applicants 
on request. 
C. H. STABLER, Clerk of the West Riding Executive Council. 
5, St. John’s-north, Wakefield. 
KENNINGHALL, NORFOLK. 
for rural VACANCY 20 miles South 
approximately 1750 (all dispensing). Residence and surgery 
available by purchase. Intermediate area. Apply on Form 
E.C.16a, not later than first post 14th January, 1957, to 
R. J. Cops, Clerk of the Norfolk Executive Council. 
54, Prince of Wales-road, Norwich. 
KINGSTON UPON HULL, YORKSHIRE. Applications 
invited for VACANCY on housing estate. There is no list but 
successful applicant will be granted the initial practice allowance 
provided the conditions of pay ment are satisfied. The Housing 
Authority has so far erected 339 dwellings on the estate. The 
number of dwellings to be completed by 30th June, 1958, will 
be 1359. Until the proposed Health Centre is available the 
successful applicant will be granted temporary tenancy of a 
parlour type house. In the event of the proposed Health Centre 
not being proceeded with, the successful applicant will be 
required, at his own expense, to build surgery accommodation 
on the estate on land to be leased by the Housing Authority. 
Apply, on Form E.C.16a, to the undersigned not later than 
21st January, 1957. hm %, details may be obtained on request. 
W. MILTON, 
Clerk of the a upon Hull Executive Council. 
52, Ferensway, Kingston upon Hull 


Hospital Services : Non-Medical Appointment 


NEWCASTLE REGIONAL HOSPITAL BOARD. Geriatric 
UNIT, SUNDERLAND GENERAL HOSPITAL. Applications are Sr 
from Science (Honours) graduates for appointment as SENIOR 
BIOCHEMIST, for research work in the above Unit. The 
appointee will be a member of the team working under the 
direction of the Consultant Physician in charge of the geriatric 
services for Sunderland. Salary scale £910—£€40 (8)-—€1230. 
Applications, giving details ‘of qualifications and experience, 
together with names and addresses of 3 referees, should reach 








Applications are invited 
West of Norwich. List 











the Senior Administrative Medical Officer, Regional Hospital 
Board, Benfield-road, Newcastle upon Tyne, 6, within 21 days. 
Miscellaneous 





Pharmaceutical Director. A well-known British Group 
with extensive Medical, Surgical and Pharmaceutical interests 
invites applications from men of suitable experience to develop 
its interests in the pharmaceutical field. The applicant should 
be aged between 35 and 45 years, and in addition to wide com- 











Se ee teseteh att Main duties will bein connection | mereial experience must be qualified in chemistry, Pharmacy or 
Services. Salary asseotine: to Maternity on Mm. scale £1050 medicine. Fhe eppeiatanent is at Board foal, at whic h he will be 
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“Almost at once I say to myself— 


typical case for Miltown” 
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So many patients 1 meet nowadays give 
themselves away as soon as they start describing 
their symptoms. You know the sort I mean... 
they don’t feel really ill but they’re edgy and 
irritable . . . they can’t concentrate . . . can’t get 
a proper night’s rest . . . they feel they need 

something to calm them down. Long before 
they’ve finished I say to myself ‘ typical case for 
Mittown.” I like Mittown Meprobamate for 
cases of that sort. I find that it calms them down 
in body and mind better than any tranquillizer I 
know. I gather that’s because of selective action 
on the thalamus. Everyone I’ve put on Mn- 

TOWN so far seemed to benefit right away, and I 

for one fully endorse the good reports published 


on MILTown in anxiety and tension states.” 


i1ltow rr 


MEPROBAMATE 





Has far-reaching value in anxiety, tension, stress and allied conditions. 


Tablets of 400 mg. for oral use. Bottles of 50 and 500. * Trade Mark of Carter Products, Inc. 
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